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SPECIAL OFFER FOR NURSES 


To: 


New, therapeutically 
effective 


piioaum cleanse pae* 


‘foam’’) 


for better skin hygiene 


“4 more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


pHoam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1.25 


pil Oam cleanse pac 
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DOAK PHARMACAL CO., INC., c/o Nursing World l 
480 Lexington Ave., New York 17, N.Y. I 
Enclosed $1.25 
Name - 
Address : 
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other nurses. Still active subscriptions are automatically extended one 


Regular subscription prices are $3.50 your. 


for 1 yr. in U.S. A. 


Subseribe to Nursing j 7), in Groups 


% Start a Group—or join a Group today! Not only will each subscriber 
save—as much as 40% of our regular subscription price where groups 
of 6 or more are formed—but in addition, every subscriber will find the 
investment justified because of the fine, timely and exclusive articles 


which will appear in future issues. 


Money Order, Postal Note or Check for all subscribers must accompany 


Group Orders to obtain the special money-saving low rate. 


(The coupon below can be used for from 1 to 6 subscription orders. Use it today!) 





NURSING WORLD 
480 Lexington Ave., New York 17, N. Y. 


Please enter 1-year subscription orders for the names 
given below. Our remittance is enclosed. 


NOTE: If you do not wish to tear this order blank out, just print 
or type the information on a single sheet of paper, following the 
style given. Each subscriber's occupation must be clearly described. 


| One 1-year subscription 
| Two 1-year subscriptions, each 


a“ 


Three 1-year subscriptions, 


” 


Four 1-year subscriptions, 


“ 


Five 1-year subscriptions, 


” 


| Six 1-year subscriptions, 


U.S.A. & 
Canada 


$3.50 
3.25 
3.00 
2.75 
2.65 
2.50 


Foreign add $1.00 per subscription for postage 





Name 
Address 


Branch of Nursing 


State whether a New Subscriber [] or Renewal Order [] 





Name 
Address 


Branch of Nursing 


State whether a New Subscriber [] or Renewal Order [] 








Name 
Address 


Branch of Nursing 


State whether a New Subscriber [] or Renewal Order [7] 


Name 
Address 


Branch of Nursing 


Stcte whether a New Subscriber [] or Renewal Order [| 





Name 
Address 


Branch of Nursing 


State whether a New Subscriber [] or Renewal Order ["] 








Name 
Address 


Branch of Nursing 





State whether a New Subscriber [] or Renewal Order 

















THE OLDEST NURSING JOURNAL IN AMERICA — FORMERLY TRAINED NURSE & HOSPITAL REVIEW — FOUNDED IN 1888 


Publisher Vol. 132 DECEMBER 1958 


A MARTI 


ARTICLES 
Editor 


DA Pp > 


YOK 


\ Corps That's Always Ready 
Shirley Hope Alperin, R.N. 

Managing Editor ; 
AARIE G. EGAN . - , ‘ 
P Is Nursing Overlooking Its Intellectuals? 


Alice E. Keefe, R.N., Ph.D. 


Associate Editor 
MIALE, R.N 
The English Academy 
Clara M. Siggins, Ph.D. 
Contributing Editors 
cA J. KOEHLER, R.N 
cairor nausTria N if ng 
\ A UR + RAW 
Edit Practi 


Cultural Influences on Interpersonal Dynamics 
Esther Lloyd-Jones, Ph.D. 


IAN E. 


Christmas 1890 in the Children’s Ward 
(Originally “This Time Last Year,” by Helen Foggo-Thompson) 


ELSIE BANDMAN, R.N 
pane ee Anger: A Clinical Problem 
Dorothea Richter, R.N. 

Circulation Manager 
RATE A. WEeY Benefits of Thorazine 
Barbara R. Baer, R.N. 


Production Manager 
ARNOLD KRUPIN 


DEPARTMENTS 





Advertising Director 
JOSEPH M. ADRIAN 
489 Fifth Avenue 
New York 17, N. Y. 


Yukon 6-9583 


In This Issue 


NURSING WORLD Reports 


Eastern Advertising Manager 
RALPH NARDELLA 

489 Fifth Avenue 

New York 17, N.Y. 

Yukon 6-9583 


Let’s Talk It Over 
Theresa G. Muller, R.N. 


Advances and Trends in Drug Therapy 
Joan Sarvajic, R.N. 


NURSING WORLD is published monthly by 
NURSING WORLD, 480 Lexington Avenue, New 
York 17, N.Y. Telephone: YUkon 6-5120. Second- 
class postage paid at New York, N.Y. 
Copyright © 1958 by NURSING WORLD under 
the International Copyright Convention. All 
rights reserved under Pan American Convention. 
Reproduction or use, without permission in writ- 
ing, of any editorial or pictorial matter, in any 
manner, is prohibited. Printed in U.S.A. 
Subscription rates: United States and Canada 
—l year, $3.50; 2 years, $6.00; 3 years, $9.00: 
35 cents per copy. Pan American and all other 
foreign countries, add $1.00 per year. 


ca 


NOTICE TO SUBSCRIBERS 

Address all new subscriptions and change of address to NURSING WORLD, 480 
Lexington Avenue, New York 17, N.Y. 45 days notice is required. When ordering a 
change, please furnish an address imprint from a recent issue. Change cannot be made 
without the old as well as the new address, including postal zone number, if you have one. 

















IN THIS ISSUE 


While in Washington, D.C., on her recent vacation, Shirley Hope Alperin, 
R.N., visited Col. Inez Haynes, R.N., Chief Nurse of the Army Nurse Corps: 
From that visit came “A Corps That’s Always Ready” (page 7), a story 
of today’s A.N.C. and its Chief. 


Alice E. Keefe, R.N., Ph.D., asks, “Is Nursing Overlooking Its Intellec- 
tuals?” (page 11) in the first of a series of three articles. A graduate 


of The Genesee Hospital School of Nursing, Dr. Keefe holds an A.B. 


from Mercyhurst College and an M.A. in Administration and a Ph.D. from 
New York University, School of Education, Dept. of Nurse Education. 





Esther 
Lloyd-Jones 





Dorothea Richter 





Barbara Baer 


In “The English Academy” (page 13), Clara M. Sig- 
gins, Ph.D., describes the extra-curricular activity she 
formed to supplement the English courses given grad- 
uate nursing students at The Boston College School 
of Nursing. Dr. Siggins graduated from Maxwell 
Training School for Teachers and received a B.S. 
and M.A. from Teachers College, Columbia Univer- 
sity; she holds a Ph.D. from St. John’s University, 
New York City. Dr. Siggins joined the faculty of Bos- 
ton College in 1955, after a six-year retirement from 
teaching, caused by a serious back injury. 


Published on page 15 is “Cultural Influences on In- 
terpersonal Dynamics,” an address presented by 
Esther Lloyd-Jones, Ph.D., at the University of 
Nebraska 1958 Workshop on the Dynamics of Teach- 
ing. Dr. Lloyd-Jones, presently professor and head of 
the Department of Guidance and Student Personnel 
Administration at Teachers College, Columbia Uni- 
versity, has been associate editor of Understanding 
the Child since 1938, and is the author and co-author 
of many books on education, including Student Per- 
sonnel Work at Northwestern University and Student 
Personnel Work as Deeper Teaching (with M. Smith). 


In “Anger: A Clinical Problem” (page 22), Dorothea 
Richter, R.N., describes how the nurse can operate 
in situations where anger is present, and she ex- 
plains that anger can serve a very useful purpose. 
Miss Richter received her basic nursing training at 
the Elizabeth General Hospital in Elizabeth, N.]. 
She holds B.S. and M.S. degrees from the College of 
Nursing, Rutgers, The State University, Newark, N.J. 
At the time the article was written, Miss Richter 
was a Graduate Fellow in the Advanced Program in 
Psychiatric Nursing at Rutgers. 


Barbara R. Baer, R.N., author of “Benefits of Thora- 
zine” (page 24), gained most of her psychiatric nurs- 
ing experience at Winnebago State Hospital in Win- 
nebago, Wis., where she was a staff nurse and head 
nurse. Miss Baer graduated from Marquette Univer- 
sity, Milwaukee, Wis., in 1948 with a B.S.N. degree, 
and later she received her M.S.N. degree from The 
Catholic University of America. At present, she is an 
instructor in psychiatric nursing in the Basic Under- 
graduate Program of The Catholic University of 
America School of Nursing Education. 








Please Note—Lee D. Fuller, R.N., co-author of “Guides for Public 
Health Nurses,” which appeared in our October issue, is assistant 
professor of psychiatric nursing in the Division of Nursing Edu- 
cation of the Indiana University School of Education. He has 
no connection with the Indiana University School of Nursing. 
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Need for Nurses Reiterated 


That there is an acute need for more 
trained medical and nursing personnel 
throughout the Americas was once 
again pointed out, this time in the 
“Summary of Four-Year Reports on 
Health Conditions in the Americas,” 
presented at the 15th Pan American 
Sanitary Conference, held recently in 
San Juan, Puerto Rico. 

For the first time, country-by-coun- 
trv data on medical and health person- 
nel are found in this report. It reveals 
that in one country, 71 per cent of all 
doctors and 82 per cent of all gradu- 
a part- 
time basis in health services. Such in- 
formation found in the report can serve 
as a guide in the preparation of edu- 
cational programs and in national plan- 
the number and types of 
personnel needed in a given country’s 
expanding health program. 

The report reveals that many killing 
and disabling diseases that have af- 
flicted the American Continent are now 
in retreat or “on the way out,” but it 
warns that victory celebrations would 
be premature, since vast health prob- 
lems still face the Americas. 

According to the report, communi- 
cable disease is the major cause of 
death for all ages, but especially for 
children. The mortality rate in early 
childhood varies from 1.1 to 42.7 per 
thousand in different countries, with 
malnutrition the main factor. 

The report also points out that pro- 
grams for the prevention of diphtheria, 
whooping cough, leprosy, plague, 
syphilis, and other communicable 
diseases should be strengthened; that 
sound planning is indispensable in de- 
veloping adequate health services and 
facilitating international co-operation; 
that the percentages of population hav- 
ing water supplies vary from 13 to 75 
per cent in the Americas. 

The Pan American Sanitarv Bureau, 
Regional Office of the World Health 
Organization, compiled the report from 
data supplied by individual govern- 
ments. 


ate nurses are employed on 


ning for 


Certification Requested 


The New York State Nurses Associ- 
ation has requested certification to rep- 
resent municipally employed nurses in 
negotiations with the City of New York. 
The action was taken pursuant to Mayor 
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REPORTS 


Robert Wagner's executive order of 
March 31, 1958. 

The request, filed Aug. 27, is 
before the Commissioner of Labor. 


now 


Fellowship Applications 


The awards committee of the Nation- 
al League for Nursing has set January 
15, 1959 as the deadline for applica- 
tions for N.L.N. Fellowships for study 
starting September 1959. 

These fellowships are awarded to 
graduate nurses who want to pursue ad- 
vanced study in nursing or allied fields 
which leads to a master’s or higher de- 
gree. For further information about the 
Fellowship Program, supported since 
1955 by the Commonwealth Fund, write 
to the National League for Nursing, 2 


Park Ave., New York 16, N. Y. 


Faculty Development 


Several members of the faculty of 
St. Margaret’s Hospital School of Nurs- 
ing in Kansas City, Kan., are presently 
engaged in furthering their education, 
as part of the school’s faculty develop- 
ment program. 

Three faculty members, Regina 
Tangney, Teresa Niemek Mitchell, and 
Sister M. Christella, S.P.S.F., were 
granted leaves of absence to study on 
the master’s level, starting this fall. 
Another faculty member, Sister M. 
Celeste, S.P.S.F., is completing her 
master’s degree requirements in nurs- 
ing education at Catholic Universitv 
under a United States Public Health 
Service traineeship. 


Resignation 


Carrie M. Spurgeon has resigned as 


executive director of the Louisiana 
State Board of Nurse Examiners. Mrs. 
Clemence V. Whiteley has been ap- 
pointed to serve as acting executive 
director. 


A.N.A. Change of Policy 


The Professional Counseling and 
Placement Service of the American 
Nurses’ Association will be available 
only to A.N.A. members, as of January 
1, 1959. All first-year professional nurse 
graduates, however, may still make use 
of the service. The new policy was ap- 
proved by the House of Delegates at 
the association’s 1958 convention. 


After January 1, all nurses requesting 
the aid of the P.C. & P.S. must show 
proof of A.N.A. membership. The best 
way for a nurse to do this will be to en- 
close her A.N.A. membership card or a 
Photostat of the card in her first letter 
to the P.C. & P.S. All cards will be 
promptly returned, and membership 
cards for the previous year will be ac- 
cepted until March 15. If the nurse, 
after paying her dues, has not received 
her membership card by the time she 
wishes to write to the service, she may 
send the receipt from the district nurses’ 
association. 

Anyone who does not wish to send 
in her membership card can state in 
her letter the section and state nurses 
association in which she is a member, 
and the P.C. & P.S. staff may be able 
to check the headquarters membership 
files. This, however, will take longer. 

Although nonmembers may still use 
the local P.C. & P.S. service in some 
states, they will be ineligible for na- 
tional referral through the A.N.A. P.C. 
& P.S. 


Traineeship Grants 


An estimated 1,500 registered nurses 
will benefit from a $6 million award 
which the United States Public Health 
Service will give this year to colleges 
and universities. The schools will dis- 
tribute the grants to registered nurses 
for advanced education in administra- 
tion, supervision of nursing service, and 
teaching methods, under the Profession- 
al Nurse Traineeship Program. Thirty- 
nine additional schools are this year be- 
ing offered traineeship funds, bringing 
to 99 the number of schools to which 
funds are available. 

A limited number of these trainee- 
ships will be given registered nurses 
already enrolled in baccalaureate nurs- 
ing programs. The Professional Nurse 
Traineeship Program was authorized by 
Congress for three years in the Health 
Amendments Act of 1956; a conference 
of nursing and health leaders held this 
summer urged that the program be 
continued at least five more years. 


Honorary Degree 


M. Olwen Davies, consultant in pub- 
lic health nursing education for the 
National League for Nursing, recently 
became the first nurse awarded an hon- 

(continued on page 31) 
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Members of the Army 
Nurse Corps, whether on 
active or reserve duty, 
are prepared to take up 
their roles in any military 
crisis. Here is the story 
about Col. Inez Haynes, 
Chief, A.N.C., and 


A CORPS 


by SHIRLEY HOPE ALPERIN, R.N. 


EVERAL months ago, during the 
Middle East crisis, 19 American 
nurses stationed in Europe received or- 
ders to report to Beirut, Lebanon. With- 
in 24 hours, they arrived there with an 
evacuation hospital unit. Once again the 
Army Nurse Corps proved its readiness 
to serve wherever needed during a 
military emergency. 

The order to go to Lebanon was no 
spur-of-the-moment decision because 
Army Nurses are prepared for assign- 
ment anywhere an emergency situation 
develops. As part of the United States 
Army Medical Service, the Army Nurse 
Corps works ceaselessly to protect the 
Army’s health—and, when necessary, to 
nurse its wounded. 

In charge of the Army Nurse Corps 
is a charming, soft-spoken Southerner, 
Col. Inez Haynes, who has served the 
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Capt. Nellie J. Zalesney, left, and Maj. Marie Keating help to brighten the Christ- 
mas of Sgt. Robert J. Jones at the 97th General Hospital in Frankfurt, Germany 


THAT'S ALWAYS READY 


Corps ever since she graduated from 
the Scott and White Memorial Hospital 
School of Nursing in Temple, Texas. 
When not working with her staff in 
Washington, this energetic woman is 
busy inspecting U. S. military hospitals 
in this country and abroad. On Septem- 
ber 11, she began a 38-day tour of Army 
hospital units in Alaska, Japan, Korea, 
Okinawa, and Hawaii. 

To enable the Army Nurse Corps to 
function at its best requires the co-oper- 
ation of many non-Army Nurse Corps 
personnel. Colonel Haynes works closely 
with The Surgeon General of the 
United States Army and his staff in 
planning and co-ordinating nursing care 
necessary to support the mission of the 
Army Medical Service. This requires 
planning with all divisions and depart- 
ments of the Office of The Surgeon 
General. Army Nurse Corps officers are 
assigned to such divisions of the Office 


of The Surgeon General as the Person- 
nel and Training Division, Preventive 
Medicine Division, and Medical Plans 
and Operations Division. They imple- 
ment plans and policies for procure- 
ment, assignment, and training of all 
Army Nurse Corps officers. 

Much effort and skill goes into carry- 
ing out the mission of the Army Nursing 
Service. Colonel Haynes and her staff 
must also work with the Air 
Force and Navy Nurse Corps in formu- 
lating new personnel policies and nurs- 
ing standards. “Our mutual objective in 
all three medical military i 
mproved nursing practice,” says Colo- 
nel Haynes, so nurses in the three 
services are encouraged to work to- 
gether to accomplish this objective. 
While nurses are not interchangeable 
for assignment betwee.. the three iili- 
tary services, there is joint staffing in 
one Army hospital, Tripler Army Hos- 


closely 


services is 


7 











Col. Inez Haynes, Chief of the A.N.C. 
works at her desk in Washington, D.C. 


W hic h serves all 
Here 33 Navy 
with their 


pital in Hawaii 


| 
branches of the 
work 


Army colleagues. 
Of considerable assistance to Colonel 


military. 


nurses sick by side 


Haynes are professional organizations 
such as the American Nurses’ Associa- 
tion and the National League for Nurs- 
ing Education. Army Nurse Corps rep- 
influential in 
matters of 


resentatives are these 


organizations in mutual 
concern, such as nursing in the medical 


management of mass casualties, disaste1 


nursing, and development of military 
nursing and educational programs. 
Working with the Corps on civil 
defense and disaster is the National 
League for Nursing. Last September, 
on a project sponsored by the League, 
three Army nurses were assigned to 
assist in a year’s study of these vital 


subjects at the Massachusetts General 
Hospital in Boston, the University of 
Minnesota Teachers College of 
Columbia University. Major Harriet 
Werley, director of the department of 
Walter Reed Army In 


stitute of Research, is making valuable 


and 


nursing at the 


contributions in this field 


Student Program 


Colonel Havnes’ dark eves sparkle as 
she describes the growth of the Army 
Student “At present 


we have 250 young women enrolled,” 


T > » 
Nurse Program. 


she reports, “and the supply is greatet 
than the demand!” Established in 1956, 
this financial aid to 


program offers 


qualified student nurses. 
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Capt. Martha Coche, A.N.C., and Capt. Thomas Ferris write orders for patients at 


the 58th Evacuation Hospita! in Beirut, 


Applicants become eligible at the end 
of their second vear of training and 
remain in their own N.L.N.-accredited 
school of nursing for a period of one 
or two years, depending on whether 
they are in a diploma or degree pro- 
gram. Those accepted are enlisted in 
the Women’s Army Corps and receive 
in excess of $200 per month if quarters 
and subsistence are not furnished by 
the school. If room and board are sup- 
plied, the students receive an income 
of $78 for four months. At the comple- 
tion of this period, if work is satis- 
factory, the pay is boosted to $83. 
When students graduate and become 
qualified for state licensure, they are 
commissioned and called to duty as 
officers in the Army Nurse Corps. If the 
has been for a 
twelve-month period, an obligation of 
24 months of service to the Corps is 
required; under the two-year program, 
the period of active duty is 36 months. 

Another program sponsored by the 
Army is the unusual opportunity offered 
to women R.N.’s who are accepted for 
a full-time program or are already 
matriculating as full-time 
colleges or universities. Known as 
the Registered Nurse Student Pro- 
gram, it is open to qualified, unmar- 
ried between 21 and 30 
years of age who plan to complete re- 


subsidy in training 


students in 


nurses 


quirements for a bachelor’s or master’s 
degree in within 
“Ever since the program began in 1953, 
we've had a big response,” declares 
Colonel Haynes. On acceptance, a 
young woman is usually commissioned 


nursing one year. 


Lebanon, during recent Middle East crisis. 


as a second lieutenant and draws the 
base pay, rental, and subsistence allow- 
ances of this grade, totalling about $338 
per month, while attending the school 
of her choice. Tuition is not included. 
When she completes the degree pro- 
gram the nurse is assigned for two years 
to an Army hospital. Upon completion 
of her “hitch,” the nurse may continue 
on active duty or return to civilian life. 


Orientation 


All newly commissioned officers, in- 
cluding nurses in these programs, attend 
a six-week orientation course at the 
Army Medical Service School, Fort Sam 
Houston, Texas. “Fort Sam” recalls fond 
memories for Colonel Haynes, who was 
reared near that area. “As a Texan,” 
she comments, “I was exposed to Army 
people, and this factor influenced my 
going into nursing and then later into 
the Service.” 

At the Brooke Army Medical Center 
at Fort Sam Houston, male and female 
R.N.’s learn military terminology and 
procedure, and they become familiar 
with the facilities, services, and ad- 
ministration of Army hospitals. During 
the course, which includes lectures, 
group discussions, and field demonstra- 
tions, nurses are trained as supervisors 
of corpsmen and other enlisted person- 
nel. Though the period of study is an 
intense one, ample time is available for 
recreation. 

“Because we strive for quality and 
quantity of nursing care,” states the 
Chief of the Army Nurse Corps, “our 
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nurses learn to increase their clinical 
knowledge and teaching ability to en- 
able them to train medical personnel 
in basic nursing procedures used in 
hospitals, dispensaries, and combat 
medical units.” The utilization of medi- 
cal technicians to perform simple nurs- 
ing tasks had its origin in the military 
services. “Of enormous help in our hos- 
pitals,” she continues, “are the enlisted 
members of the Women’s Army Corps 
who have assumed the duties of aides 
and practical nurses. Some of these 
women leave the Service to study pro- 
fessional nursing, later returning to us 
as R.N.’s.” Enlisted women who are in- 
terested in careers as medical specialists 
are given training at the Army Medical 
Service School, Fort Sam Houston, 
Texas. 

At the completion of her basic train- 
ing, the Army nurse moves to her first 
duty assignment. This may be at a large 
Class II or Class I hospital, such as 
Fitzsimons Army Hospital, Denver, 
Colo.; Martin Army Hospital, Fort Ben- 
ning, Ga.; or Irwin Army Hospital, Fort 
Riley, Kan. The Class II hospitals are 
the military counterparts of the great 
civilian medical centers. Class I hospi- 
tals are smaller general hospitals sup- 
porting troop-training areas. 

“Requests for special placement are 
given every consideration, whenever 
possible,” declares Colonel Haynes. “If 
an R.N. wants to be with a dependent 
parent, she may live ‘off post.’ This is 
also true for the married nurse who 
remains on active duty. Every effort is 
made to give her an assignment near 
her spouse, be he military or civilian.” 


For Army Nurse Corps officers who 
have been sent to a rapidly expanding 
military installation, housing is some- 
times a problem because adequate fa 
cilities have not developed as tast as 
the hospital’s nursing service. In these 
instances, a monthly rental allowance 
is provided, and Army nurses may live 
wherever civilian housing is available. 

“Some of the nurses like to be sta- 
tioned near their homes but others pre- 
fer foreign assignments,” adds Colonel 
Haynes. “We now have 1,000 officers 
serving overseas.” Eight Army nurses 
are working at four Army medical 
installations in Alaska. Although Europe 
appears to be a favorite choice of many 
Army nurses, some request service in 
the Far East. All members of the Army 
Nurse Corps desiring foreign duty go 
abroad at the end of their first year in 
the Corps, sometimes before. 

For the Army nurse who prefers to 
remain on home soil, numerous op- 
portunities are available. She may be 
transferred to an historic Army post or 
continue nursing at a large medical 
center. Since the Army Medical Service 
instituted the concept, many 
nurses have participated in medical 


team 


research programs. 

After her first year, the Army nurse 
may apply for one of the courses open 
to her in the various clinical nursing 
areas. Between the second and fifth 
years of military service, she is en- 
couraged to select a specialty such as 
medical-surgical nursing, obstetrical 
nursing, operating room nursing, anes- 
thesia, psychiatric nursing, or pediatrics. 
In 1957, over 350 Corps nurses in the 


United States attended at least one of 
the Army Nurse Corps nursing service 
Officers interested in ob 
stetrics, operatin nursing, 


institutes. 


room anes 


ig 
thesia, psychiatry, or pediatrics attend 
Army courses which prepare them for 
these specialties. Others may earn a 
master’s degree in hospital administra- 
tion from Baylor University. This pro- 
gram is conducted at the Army Medical 
Service School, Fort Sam Houston, 
Texas. In-service educational programs 
are also available in many other Army 
hospitals. According to a recent survey, 
nearly 500 Army Nurse Corps officers 
in the United States are now enrolled 
in part-time study during off-duty hours. 

Of the 3,400 registered nurses in the 
Corps, 2,100 are in the Active Reserve 
(USAR). Many of those in the Inactive 
Reserve are taking advantage of the 
educational opportunities and training 
programs offered through the USAR; 
in the Ready Reserve, they learn about 
current nursing practices and othe: 
military matters by attending Reserve 
meetings. Reservists not on active duty 
are assigned to either a medical unit 
or control group which meets once a 
week for two hours. 

Another opportunity for A.N.C. and 
AMSC Reserves lies in the instruction 
given at service schools. At Brooke 
Army Medical two-week 
nursing administration course is open 
to all Reserve nurses not on active duty. 
Available to nurses who desire to study 
at home and earn retirement points is 
extension work in ward 
supervision of the 
nursing personnel management, and a 


Center, a 


management, 


nursing service, 


Capt. Mary A. Ward, A.N.C., one of 19 American nurses stationed in Europe who were ordered to report to Lebanon when trou- 
ble recently flared in the Middle East, administers oxygen to a patient in Pre-Op Section of the 58th Evacuation Hospital, Beirut. 
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Col. Haynes, right, shows the plaque she 
and White Memorial Hospital, to Lieut. Col. 


variety of other helpful subjects. 
Innovations 


Colonel Haynes 
changes in the Army Nurse Corps since 
she joined the Service in 1933. A great 
boost to the Corps (as well as to the 
entire profession) was the passing of 
the Army-Navy Nurses Act of 1947, 
which granted permanent commissioned 
rank to members of the Army Nurse 
Corps; the Nurses and Medical Special- 


has seen many 


ists Career Incentive Bill, passed in 
August 1957, increased the promotional 
opportunities for all grades and_pro- 
vided for the first time the grade of 
colonel. 

Another innovation in the Service was 
the the first male 
nurse in October 1955. There now are 
approximately 180 male nurses in the 
Army Nurse Corps. 

Military nursing dates back to the 
Revolutionary War, when Gen. George 
Washington asked for funds to employ 
nurses in a ratio of “one nurse to every 
ten patients,” a ratio which still re- 
mains. When the money was granted, 


commissioning of 


soldiers’ wives were employed to tend 
the sick, prepare their food, and per- 
form housekeeping chores. (Their serv- 
ices earned them a scant $2 a month 
with room and board.) During the Civil 
War, Dorothea Dix, who had achieved 
for mental 
institutions, was appointed Superintend- 
ent of Women Nurses by the Secretar, 
of War, and about 6,000 women were 


recognition her reforms of 


hired to serve in military hospitals. 
The Army Nurse Corps owes its in- 
ception to the women who served as 
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Photographs courtesy of U.S. Army 
was awarded by her alma mater, Scott 
Margaret Harper, Assistant Chief, A.N.C. 


contract nurses in the Army Nursing 
Division during the Spanish-American 
War. Under the guidance of Dr. Anita 
Newcomb McGee, the only woman ever 
to be appointed assistant surgeon in the 
United States Army, graduate nurses 
were accepted for military service. After 
the war, Dr. McGee wrote the section 
of the Army Reorganization Bill that 
established the Nurse Corps as a part 
of the Army Medical Department; a 
Reserve Corps was also authorized. In 
March 1901, Mrs. Dita H. Kinney, a 
graduate of the Massachusetts General 
Hospital and former contract nurse, be- 
came the first Superintendent of the 
Army Nurse Corps. At this time, the 
Corps consisted of 176 nurses, of whom 
96 were stationed in the Philippines. 

By the time World War I broke out, 
the Corps had grown from 400 nurses 
to 21,000. At the start of World War 
II, only 675 Army nurses were on active 
duty, but this number rapidly increased 
to more than 57,000. When the Korean 
conflict erupted, the Army Nurse Corps 
Reserve had been established and some 
2,000 Reserve nurses were called back 
to active service. 

“The nurse who learns to care for 
becomes an effective soldier 
herself,” savs the Chief of the Army 
Nurse Corps. “In time of disaster or 
war, the humanitarian instinct has its 
greatest opportunity to function.” 

The experiences of World War II 
are impressed indelibly upon the mind 
and heart of Inez Haynes, who became 
chief nurse of the 191st General Hospi- 
tal in Paris in September 1944. “One 
of the most dramatic scenes during that 


soldiers 








period,” she recalls, “was at the railroad 
station when casualties from the Battle 
of the Bulge were brought in by ambu- 
lance trains. In the freezing cold, the 
moonlight shone over the snow on a 
sea of wounded. At that moment, their 
pain became ours.” 

Although Colonel Haynes spent the 
war years overseas in Europe, followed 
by a tour of duty in the Pacific Theater 
and then a Far East assignment with 
the Eighth Army in Japan, she remem- 
bers vividly her first foreign post with 
the Corps. She was sent to Sternberg 
General Hospital in Manila, P.L., in 
December 1939, after seven years of 
service in the United States, including 
several years at Fort Sam Houston, 
Texas, where she specialized in oper- 
ating room nursing. On her return from 
Manila in May 1941, she served at Fort 
Lewis and Fort Worden in the State of 
Washington. After the war (she was by 
then a major), she was stationed in 
occupied Japan. 

Back in this country in the autumn 
of 1947, Colonel Haynes became chief 
of nursing service for the First Army 
at Governors Island, N.Y. From there 
she was assigned to Washington in 1949 
to be on the Army Nurse Corps staff in 
the Personnel Division, Office of The 
Surgeon General of the Army. In 1953, 
as a lieutenant colonel, she matriculated 
at the University of Minnesota, where 
two years later she earned her B.S. in 
Nursing Education. After a short period 
as Deputy Chief, she was appointed 
Chief of the Army Nurse Corps on 
October 1, 1955, succeeding Col. Ruby 
F. Bryant. 


Award 


Many years have elapsed since 
Colonel Haynes was graduated from 
the Scott and White Memorial Hospital, 
but she returned to her alma mater in 
Temple, Texas, last June for a special 
ceremony in recognition of her dis- 
tinguished service in the nursing pro- 
fession. On this occasion, over 900 
friends and fellow alumnae presented 
her with a handsome bronze plaque, 
the first award given by the alumnae 
association to anyone. “I was so moved 
by this tribute,” she says, “that when 
they asked me to speak, I couldn't do 
anything but weep!” 

In what little spare time she has at 
her home in Arlington, Va., Colonel 
Haynes enjoys golfing and painting, but 
her first love, always, is the Corps. She 
is also deeply interested in the subject 
of nursing education. 

“The credo of the professional nurse 
is to serve,” Colonel Haynes observes. 
“In the military service, she has the 
satisfaction of knowing that while she 
ministers to her patients, she is also 
serving her country.” 
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In the first of a series of three arti- 
cles, a nurse-educator presents the 
results of a study of scholastic apti- 
tude scores as they affect promo- 
tions among nurses. 


Is Nursing 
Overlooking Its Intellectuals? 


by Alice E. Keefe, R.N., Ph.D. 


Associate Professor, St. John’s University, 
Department of Nursing Education, School 
of Education, New York City 





A [TEMPTS at conceptualization of 





nursing have been made through TASLE 1 

studies and surveys related to nursing 
education, nursing functions, selection DISTRIBUTION OF PROMOTIONS ACCORDING TO SCHOLASTIC 
of candidates, evaluation, and many ABILITY SCORES CLASSIFIED ACCORDING 
other criteria." . TO TYPE OF PROGRAM 

By accepting the premise that nurs- 
ing is at the crossroads in professional S.A. 
development and proceeding on that Scores 155 145 135 125 %J15 105 95 85 75 65 55 





assumption, the investigation of who 




















are the individuals who have been Diploma 7o 60 To 240 200 3lo 280 120 I50 50 Io 
promoted to positions through which 10+ 12t Lit 26+ I7t 28t 23¢ 10t 13t 4t It 
they help develop neophytes to the pro- Degree i & tb» & & & lo lo i ae <t 
fession and provide the nursing care ex- 2+ 3+ 3+ bt bt Tt bt 3+ 3+ Ot 0 
pected by society becomes important. 
The newly graduated nurse is ex- o equals observed frequency 
pected, for a period of time, to function t equals theoretical frequency 
in a beginning or first-level position Chi-square equals 51.047 
under supervision. During this period 
she has the opportunity to apply the 
learnings and skills acquired through 
educational guidance in the school of 
nursing and to develop to a higher TABLE U1 
degree resourcefulness, initiative, know]l- A RANK-DIFFERENCE CORRELATION BETWEEN SCORES OF 
eh ee temanidl SCHOLASTIC APTITUDE TEST AND PROMOTIONS 
‘rom this group functioning ¢ s 
level, some will be selected for posi- AMONG GRADUATES OF DIPLOMA PROGRAMS 
tions at the second level. These posi- S.A. Scores Per Cent 
[ tions carry various titles—head nurse or Mid-Point Promoted Rank D D2 
team leader in hospitals, senior nurse 
in public health agencies, assistant in- 155 43.75 5 4 16 
structor or instructor in nursing schools. 145 40 7.3 5.5 30.25 
The promotion implies approval of 135 33.33 10 7 49 
behavior at first level and that the 125 51.06 2 2 4 
nurse has shown evidence of ability to 115 40 7.5 2.5 6.25 
perform at a more advanced level. 105 43.66 6 0 0 
These promoted nurses may be con- 95 44.44 3.5 3.5 12.25 
sidered as concrete manifestations of 85 44.44 3.5 4.5 20.25 
what is acceptable to those in higher 75 57.69 | 8 64 
positions who make the judgments and 65 35.30 9 l | 





distribute the promotions or rewards. 
The concept that each promoted group 
is a reflection of the values and judg- 


Rho equals -.23 
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ments of the promoting group makes 
it reasonable to expect that the estab- 
lished pattern will tend to perpetuate 
itself. In other words, those selected 
will be as nearly like their predecessors 
as selection, training, and teaching can 
provide. This raises a question of how 
much actual change will occur in nurs- 
ing in spite of new curriculums and 
work patterns. 

The survival and progress of nursing 
as a profession depend not only on 
nursing’s ability to meet the needs of 
society but on the selection of 
leaders who will develop new ideas, 


also 


who will teach and help develop new 
recruits for nursing. 

It seems reasonable to assume that 
professional promotions should be re- 
lated to competency based on intelli- 
gence, preparation, and ability. To test 
this assumption, scores on tests de- 
signed to determine scholastic aptitude 
were compared to promotions. Scholas- 
tic ability is not assumed to be the 
only factor involved in promotions nor 
the most important factor, but one of 
the boundary conditions which should 
have some effect on determining who is 
to be promoted. The total pattern of 





TABLE 


A RANK-DIFFERENCE CORRELATION BETWEEN SCORES OF 
SCHOLASTIC APTITUDE AND PROMOTIONS AMONG GRADUATES 
OF DEGREE PROGRAMS 








S.A. Scores Per Cent 

Mid-Point Promoted Rank D D? 
155 55.55 4 3 9 
145 60.00 3 | | 
135 70.00 2 | | 
125 47.05 5 | | 
115 42.86 6 | | 
105 40.00 7 | | 
95 100.00 | 6 36 
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TABLE 


A RANK-DIFFERENCE CORRELATION BETWEEN 1.0. SCORES 
AND PROMOTIONS AMONG GRADUATES 
OF DIPLOMA PROGRAMS 


lV 








Mid-Point Per Cent 
Scores Promoted Rank D D? 
125 25 5 4 16 
115 35 4 2 4 
105 38 3 0 0 
95 70.5 | 3 9 
85 4\ 2 3 o 





Rho equals — .90 








TABLE V 


A RANK-DIFFERENCE CORRELATION BETWEEN I.Q. SCORES 
AND PROMOTIONS AMONG GRADUATES OF 
DEGREE PROGRAMS 








Mid-Point Per Cent 
Scores Promoted Rank D D? 
125 67 3 2 4 
115 68 2 0 0 
105 18 4 | l 
95 80 | 3 9 








Rho equals — .40 











promotions has been assumed to be 
significant in relation to the total pat- 
tern of the test scores. There was no 
test made for one-to-one correspond- 
ence. 

The test for scholastic aptitude is 
administered to prenursing students by 
a central agency. From a battery of 
tests administered to nursing candidates 
for selection purposes, the verbal and 
numerical ability scores are combined, 
two-to-one, and the combination yields 
the “Scholastic Aptitude Total.”? ; 


Good Predictor 


Scholastic aptitude is defined as “the 
ability to learn, also academic aptitude 
or general intelligence.” The reliability 
of the test of verbal ability has been 
evaluated at .95 and the numerical 
ability at .86 by the Psychological 
Corporation. It is considered a good 
predictor of success in schools of nurs- 
ing.8 

Data were collected from the records 
of 882 students of nursing who gradu- 
ated from 27 schools of nursing within 
the same year. Seven hundred and 
—_ were graduated from the 21 
schools granting a diploma, and 174 
from six schools granting a degree. A 
follow-up was made on these nurses 
five years after graduation. The break- 
down showed that of the 708 from the 
diploma programs, 200 received pro- 
motions above first level, 248 remained 
at first level or staff, 232 retired, and 
28 were unaccounted for. Graduates of 
the degree-granting program numbered 
174; of these 68 were promoted, 57 
remained at first level, 47 retired, and 
2 were unaccounted for. The study of 
these nurses was limited to those who 
continued to work, since promotion can 
only be achieved by those in practice. 
Promotion was interpreted as any 
change of position to one above first 
level on a nursing staff. 

Scholastic aptitude scores were ar- 
ranged on an eleven-point scale, with 
the actual number of promotions that 
occurred shown directly above the 
theoretical number or those that would 
have occurred if there had been pro- 
portional distribution (Table 1). The 
test of chi-square significant at the .1 
per cent level of probability indicates 
that such a distribution could occur by 
chance only once in 1,000 times. 

A test of correlation was made on 
these data for each type of program 
using the Spearman’s Rank-Difference 
test (Table IT). 

The rho —.23 means that there was a 
slight relationship between scholastic 
ability and promotions, but the nega- 
tive rho indicates that the direction of 
correlation does not substantiate the 
expectation that receivers of the higher 

(continued on page 31) 
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This unique extra-curricular 
activity at The Boston 
College School of Nursing 
aids graduate nurse 
students to synthesize 
their experience and book- 
learning, thereby devel- 
oping workable patterns 
of belief and conduct. 





The English Academy was formed as a result of requests by graduate nurse students 
for more English studies. Attending an Academy meeting are, left to right, Vir- 
ginia Sellers, Nancy Hamilton, Ann Zendzian, Dr. Siggins (moderator), Joyce Baer, 
Alice Stueks, Patricia Nangle, Marilyn Cavanaugh, Carol Tasso, Joyce Carey, Joan 
Finnegan, Jane McGaffigan, Wedwig Staskus, and, seated on floor, Barbara Griechi. 


THE ENGLISH ACADEMY 


by CLARA M. SIGGINS, Ph.D. 
Assistant Professor of English, 


Boston College, Chestnut Hill, Mass. 
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ANY articles have appeared in 
professional journals deploring the 
neglect of the humanities in the college 
curriculum, especially in the profession- 
al schools. There are also many speeches 
made at college commencement exer- 
cises which suggest the advantages of 
isolating professionalism from the liberal 
arts. 

No doubt the views of education held 
by many in professional schools are too 
narrow, limited by a zealous pursuit of 
the requirements for a professional de- 
gree. Certainly acquiring the equipment 
to earn one’s living is one of the pur- 
poses of education and should not be 
overlooked, but prefabricated courses, 
mass-produced, time-tabled and num- 
bered, and tagged with credits, can 
really do little to broaden one’s mental 
horizon. 

Higher education that is worthy of 
the name should expand all the human 
faculties. It should improve the memory, 
discipline the understanding, refine the 


feelings, and cultivate taste. To do all 
this, of course, is to develop the wide 
and luminous view of the humanities 
An extra-curricular activity at The Bos- 
ton College School of Nursing helps in- 
terested students to do this. 

During the past three and a_ half 
years, while teaching English at the 
School of Nursing, I have found many 
students, all professional nurses, anxious 
to participate in the tradition of the 
humanities. This tradition offers a noble 
ideal which guides the student to de- 
velop and helps her realize her highest 
capabilities as an individual. Yet, in a 
professional school it is almost impos- 
sible, in the limited time available, to 
offer elective courses in the liberal arts 
because of the necessity 
professional-type courses. 

Even when the student wants to be 
come identified with the humanities 
since she has already presumably mas 
tered her professional competencies 
there are always the tight exigencies of 


of pursuing 
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the curriculum. The Boston College 
School of Nursing offers graduate nurses 
English courses in each of the following: 
rhetoric and composition (one year) 
and criticism of literature (one semes- 
ter). Although there has been a pleas- 
antly surprising request for further Eng- 
students, the 
present requirements for a degree in 
nursing preclude the possibility of of- 
fering more English in the curriculum. 

But I have found a way to supple- 
ment the English courses by forming an 
English Academy, which is unique to 
The Boston College School of Nursing. 


lish studies from the 


Extra Course 


At the end of my first semester of 
teaching in The Boston College School 
of Nursing (1955), several students 
asked if I would give them an extra 





The next semester the same request 
was made, and thus, self-motivated, the 
academy grew in a stimulating and ex- 
citing way; it has, as a result, largely 
increased the student's capacity for en- 
joyment and for understanding. 

During the second year of the acad- 
emy’s existence, I decided that in order 
to bring the ses still closer to my 
group, | would invite my colleagues in 
the English department at Boston Col- 
lege to discuss their special fields of 
interest in English with academy mem- 
bers. On the third Sunday of each 
month, an address is presented by a 
member of the English faculty. This is 
followed by a tea at which members 
have the opportunity to meet and ques- 
tion the speaker. 


Our first guest, Dr. Bernard Far- 


ragher, associate professor of English at 
Boston College, spoke on 


“Contempor- 


Enjoying themselves during the Academy’s nant ettie at Seton Mass., are, 
left to right, Mary Jane Geary, Dr. Siggins, Marie Keaveney, and Mildred Leber. 


course in literature. The rigidity of the 
curriculum and my own very full pro- 
gram of 12 teaching hours with large 
classes made this impossible. But I was 
delighted that my students were eager 
for more literary studies, and I consent- 
ed to work with them in the field 
criticism—in a sense to give them an- 
other course, without credit, but also 
without charge. 

That was the start of the English 
Academy of The Boston College School 
of Nursing. Each week throughout the 
school year we met and discussed books 
of lasting significance, in much the same 
way as I conducted my classes in criti- 
cism. We emphasized philosophies, liter- 
ary styles, techniques, and comparisons 
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ary Trends in British Literature.” Next, 
Dr. John McAleer, assistant professor of 
English at the Graduate School of Bos- 
ton College, gave a talk about “Ideas of 
Good and Evil in American Literature.” 
(This tied in nicely with my course in 
criticism, for at that time I was present- 
ing the problem of evil in the English 
classics from the point of view of the 
scholastic. ) 

When we were discussing Graham 
Greene in my class, Dr. Richard Malany 
spoke to us on “Graham Greene and the 
Slough of Despond.” The discussion 
which followed this talk was so inspir- 
ing there was a great demand for 
Greene's works for many weeks after 
ward. 





Dr. Leonard Casper, a_ well-known 
writer and member of the English facul- 
ty, discussed with academy members 

“Recent Developments in Philippine 
Literature.” 

Dr. Richard Hughes, assistant profes- 
sor of English, reviewed the literary 
masterpieces of technique and crafts- 
manship from the standpoint of theatri- 
cal art. In this way the students learned 
about the drama from the point of view 
of the theater, as well as from the liter- 
ary slant, which I had developed at the 
same time. 

The intellectual range of the acad- 
emy, as you can see, is wide. Although 
I have an intellectual design which I 
keep in mind, we are not restricted by 
course requirements. Our plans are al- 
ways flexible. For instance, last Febru- 
ary the celebrated artist Steven Tre- 
fonides presented an exhibition of his 
pé aintings in Boston. Many of the paint- 
ings de -picted Dylan Thomas. Mr. Tre- 
fonides spoke to the academy students 
about his paintings, and afterward I 
discussed Dylan Thomas and his poetry. 


The Teacher's Functions 


As the acade my grew (it is now in its 
fourth vear and ha is a membership of 
20 students), I came to the realization 
that perhaps the most important func- 
tions of the English teacher are to 
stimulate interest, establish clear paths 
of study, and communicate to the stu- 
dent a passion for her subject and to 
develop a method of procedure. 

We are a friendly, nonevaluating 
group, not at all concerned with measur- 
ing results. We are, however, very 
much interested in the more complex 
factors in educational work that are 
either incapable of assessment by any 
existing method of investigation or pos- 
sibly incapable of assessment by any 
method at all. 

The objectives of the academy per- 
haps provide an answer to the profes- 
sional schools who sincerely want to 
develop interest in the humanities but 
who have not as yet been able to do so. 
The students have evolved the objec- 
tives of the academy by telling me what 
they have gained from the meetings. 
Briefly, these objectives are to hand 
down accumulated culture, to develop 
interest in literature, and to discuss 
novels, plays, and poetry critically and 
appreciatively. 

This program makes for a busy extra- 
curricular life, yet it is extremely worth 
while. By fulfilling the objectives of the 
academy, we are surely going beyond 
the mere dissemination of factual knowl- 
edge to lead our students to synthesize 
their experience and book-learning into 
functional patterns of behavior and to 
enrich their philosophy of life. This is 
truly the wide and luminous view. 
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Cultural Influences 


by ESTHER LLOYD-JONES, Ph.D. 


Professor and Head of Department 
of Guidance and Student 
Personnel Administration, 

Teachers College, Columbia 
University, New York City 


se a 


HERE has been intensive study in 
recent years of the way in which 
individuals interact with each other in 
small groups. There have been investi- 
gations of the patterns of interaction; 
the sequences of patterns that develop as 
the group matures; and individual be- 
havior in the group, with emphasis on 
the feelings of individual group mem- 
bers regarding the complexities of their 
immediate situations in relation to the 
other members of the group. Much of 
this research has been interesting and 
unquestionably of value as we have 
tried to understand more of the dy- 
namics of teaching. ; 
A tremendous amount of research and 
brillant theorizing has gone into study- 
ing individuals as individuals—the se- 
quences of their development (physical, 
intellectual, social, and emotional), in- 
dividual differences, the differing rates 
at which individuals learn, and some 
of the reasons for these differences. 
Considerable effort has been made in 
an attempt to stimulate, facilitate, and 
guide individual development. Educa- 
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on Interpersonal Dynamics 


To understand the behavior of individuals and groups, one must 
first view the behavior against the background of the culture 
and its emergent values, says this noted educator and author. 


tion and guidance are dedicated to this 
work. But the behavior of individuals 
and of small groups must always be seen 
against the background of the culture. 
The Visual Perception Laboratories at 
Ohio State University and Princeton 
University demonstrate vividly that the 
context within which anything is viewed 
can greatly distort and even fundamen- 
tally alter our view of it. We know that 
the culture into which we are born and 
in which we are brought up deeply 
permeates our being, determines our at- 
titudes and the way we shall behave and 
expect others to behave. 

Without undertaking to describe the 
culture currently prevalent in the United 
States, let us take a look at the direction 
in which it is moving. George Spindler 
of Harvard University concludes from 
research he has done that these are the 
emergent values of our culture: 


& Sociability: One should like people 
and get along well with them. This also 
seems to involve a suspicious attitude 
toward solitary activities. 

& Relativistic moral attitude: Abso- 
lutes in right and wrong are question- 
able. Morality is whatever the group 
thinks is right. 

® Consideration for others: Every- 
thing one does should be done with re- 
gard for others and their feelings. Toler- 
ance for the other person’s point of view 
and behavior is regarded as desirable, 
so long as the harmony of the group is 
not disrupted. 

& Present-time orientation: No 
can tell what the future holds; there- 


one 


fore, one should enjoy the present, but 
within the limits of the well-rounded, 
balanced personality and group. 
Conformity to the group: Every- 
thing is relative to the group. Group 
harmony is the ultimate goal. Leader- 
ship consists of group-machinery lubri- 
cation.! 


Now, take the fifth emergent value, 
conformity to the group. This is the 
value that David Riesman? and William 
Whyte® see emerging as a dominant in- 
fluence in American life. They view it, 
as you know, with alarm. 

I have followed with keen interest a 
whole sequence of research projects that 
have to do with conformity. One paper, 
prepared by Blake, reports his experi- 
ments which show that under certain 
laboratory conditions of social pressure, 
35 out of 100 men will yield, while un- 
der the same circumstances, 55 out of 
100 women will yield. Blake then hy- 
pothesizes that: 


1. The individual who has difficulty 
in maintaining his independence in 
social relationships will not make 
an outstanding or creative thinker. 

. The social dependency of an in- 
dividual will influence his approach 
to cognitive matters, in that he will 
tend to accept ideas simply be- 
cause they acceptable — to 
others, not because they are true. 

3. Matters of independence 

and cognitive abilities are inter- 
related in such a y that the 
achievement of social independ- 


to 


are 
social 


way 
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ence will be reflected in improved 
ability of one’s thinking processes. 

1. If these propositions are true, edu- 
cation must focus its attention on 
the matter of social independence 
of the students, as well as on the 
subject matter to be mastered. 
Through training that leads to the 
achievement of social independ- 
ence, students may improve their 
abilities in clear, constructive, in- 
dependent thought.° 


Personality Characteristics 


Crutchfield,* following on research 
by Blake and others, analyzed the per- 
sonality characteristics of an all-male 
group of yielders and nonyielders on 
the basis of extensive personality assess- 
ments. The conforming group of men, 
who were swayed by the majority opin- 
ion, tended to be individuals who had 
little understanding of themselves, were 
defensive, and had to put up a good 
front. They were rigid, guilty, sugges- 
tible, and unable to tolerate ambiguity. 
They lacked self-confidence, were vacil- 


lating, and tended to become confused 
under stress. 
The independent group, on the other 


hand, were active, effective, persuasive. 
They were individuals in whom others 
felt confidence; they had confidence in 
themselves. They were natural, unaf- 
fected, nondefensive, and expressive. 

One cannot help but compare de- 
scriptions of the feminine character, as 
this has been portrayed by such influ- 
ential writers as Freud, Havelock Ellis, 
and others, with the personality char- 
acteristics of male yielders, as Crutch- 
field found them in his study. It is 
possible that those trying to be logical 
and scientific in their descriptions of 
the feminine character have overlooked 
the fact that demands for social con- 
formance have operated differently on 
men and women in our culture, and 
that it may be this social pressure that 
has brought about the personality char- 
Crutchfield 


acteristics which now as- 
sociates with yielders, whether these 
yielders are men or women. 

Harry Hawkins,® following Blake's 


lead, carried out a study exploring 
Blake's hypothesis that there is a posi- 
tive relationship between social de- 
pendency and ability to think critically. 
His findings support Blake’s hypothesis. 

A study under the direction of R. 
Nevitt Sanford is the only study of 
which I know that reports a lower 
conformance score for women than for 
men. Sanford reports a study of 50 


Robert R. Blake, “Behavior Change and 
the Problemof Educ ation,” paper presented 


at a meeting of the Commission on the 
Education of Women, 1954, in Washing- 
ton D.C 

16 


women, all college alumnae in their 
early forties, highly selected with re- 
spect to educational and socioeconomic 
status, all persons active in community 
affairs. Virtually the entire range of in- 
dividual differences in conformity was 
exhibited by these Some of 
them showed no tendency to conform- 
ity, others were influenced on almost 
all items of the conformity test. But 
the average conformity score for these 
50 women was significantly lower than 
that found in any previous population, 
whether male or female. 

In Hawkins’ experiment, intelligence 
and academic achievement were held 
constant by the use of matched groups. 
Hawkins found about the same propor- 
tion of yielders and nonyielders among 
his men and women subjects as had 
been reported in other experiments 
(35 and 55 yielders, respectively, out 
of 100). The indication from Hawkins’ 
study is that something other than 
superior intelligence contributed _ to 
making Sanford’s group so low in con- 
formity. 

One may indeed conjecture that it 
was the high independence levels of 
the women in Sanford’s group that con- 
tributed to their intelligence and lead- 
ership attainments. It may be that San- 
ford’s group had had the kind of edu- 
cational experience and training through 
community leadership that had resulted 
in social independence. One can con- 
clude that Sanford’s experiment lends 
strength to Blake’s hypothesis that the 
achievement of social independence will 
be reflected in improved ability in one’s 
thinking processes. 

Research reported by Jean MacFar- 
lane and Lester Sontag further con- 
firms the value of this line of inquiry. 
Both of these scientists have reported 
that girls who believe they are valued 
more for being agreeable than for be- 
ing intellectually effective tend to drop 
both in school grades and in results on 
tests of intelligence during adolescent 
vears. There was a significant loss in 
these measures among 70 gifted girls 
whom Sontag studied over a period of 
years when compared with those of 70 
gifted boys in the same group. Sontag 
studied his young people individually 
and each of their families over a num- 
ber of years, so that he was able to 
identify fairly conclusively the factors 
that accompanied increases, plateaus, 
and losses in achievement. t 

These studies should lead us to in- 
quire more searchingly to find just what 
pressures to conform exerted on our 
students may do to their inner strengths. 


women, 


tThe reports by» Jean MacFarlane and 
Lester Sontag were made to the Commis- 
sion on the Education of Women of the 
American Council on Education and are 
not available in printed form. 





On the one hand, education is required 
to indoctrinate the individual with re- 
spect for the concerted opinions and 
collective wisdom of the group, but at 
the same time it should foster those 
traits of individuality that will permit 
him to emerge as one willing to forego 
group approval for the sake of his own 
personal integrity and the general so- 
cial welfare. 

Just how should education discharge 
both of these obligations—for male stu- 
dents also, but especially for female 
students? Educators and education 
might well take some fresh looks at 
the standard methods and expectations. 
It may well be that we could learn far 
more about the release of individual 
creativity, the strengthening of intel- 
lectual abilities, and improvement of 
mental hygiene from this sort of an 
approach than from most others that 
we use so hopefully. 


Vital Significance 


This research, I submit, has vital sig- 
nificance for educators, parents, and 
all those interested in the forces that 
influence the dynamics of interpersonal 
reactions and group interaction. All of 
us concerned with education believe it 
important that students experience in 
our institutions something more than 
a collection of relatively unrelated 
courses. And yet, far more of the ef- 
fort of most teachers goes into the de- 
velopment of the sequence of experi- 
ences adding up to a course than goes 
into developing correlation among 
courses. 

There is much talk of our education- 
al institutions being themselves labor- 
atories of social experience and learn- 
ing, ideal communities within which 
self-discovery and exploration in social 
values can take place. But human com- 
munities are achieved; they do not 
come into existence simply because peo- 
ple collect at a particular point in time 
and space. Maclver defines a commun- 
ity as “any circle of people who live 
together, who belong together, so that 
they share, not this or that particular 
interest, but a whole set of interests, 
wide enough and complete enough to 
include their lives... ”® In this sense, it 
is quite possible for an educational in- 
stitution to become a community, and 
there are many members of every edu- 
cational institution who are trying either 
intuitively or more deliberately to con- 
tribute in various ways to achieving a 
community. 

We are just beginning to understand 
that various components, subtly brewed 
in different potencies, combine to make 
up the ethos or institutional character 
within which individuals within the in- 
stitution act and learn. The institutional 
character gets into those who live with- 
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in the institution; it determines their feel- 
ings; it influences their thinking; it af- 
fects their values. A few attempts are 
being made to analyze the components 
that make up the institutional charac- 
ter. A new book recently published 
by Harper Brothers’ attempts to de- 
scribe the sociocultural context of edu- 
cation and the school, the informal so- 
cial structure, and relations within the 
school. 

Dressel and Mayhew, in their recent 
book, General Education, suggested that 
the most impressive gains of students 
toward certain general educational ob- 
jectives of critical thinking and values 
seemed to occur in schools where the 
total resources were most comprehen- 
sively and consistently organized for 
this purpose. 

Philip Jacob* of the University of 
Pennsylvania has recently brought to- 
gether over 100 studies of student atti- 
tudes, outcomes of general education, 
and a number of comprehensive self- 
studies by particular institutions made 
during the last 15 years. He concludes 
from the results of these studies that the 
impact of American-higher-education- 
as-a-whole upon the patterns of college- 
youth-as-a-whole seems negligible. But 
the values of college students do change 
in certain colleges. Even in these col- 
leges, however, the impetus to change 
does not come primarily from the formal 
educational process; it comes from the 
distinctive climate of these institutions. 
In short, Jacob surmises, a college can 
contribute to the growth of a student's 
values only when it penetrates the core 
of his life. 

Robert Pace and George Stern have 
been trying to find some means of 
analyzing and identifying what it is that 
makes the influence of one college so 
different from another. They, too, be- 
lieve that an educational community 
is more than classrooms, professors, lib- 
raries, and laboratories. It is a complex 
of interpersonal relationships, social and 
public events, student government and 
publications, religious activities, hous- 
ing and feeding, counseling, and choices 
in curricula. 

They feel that what may be needed 
is some way of dealing with the con- 
cept of environment-as-a-whole. They 
have attempted to construct a way of 
measuring environmental press as found 
in the characteristic pressures, stresses, 
and conformity-demanding influence of 
the college culture. Operationally, press 
are the characteristic demands as per- 
ceived by those who live in the partic- 
ular culture. Pace and Stern have con- 
structed a test, called the College 
Characteristics Index, which consists of 
statements of activities, policies, pro- 
cedures, attitudes, and impressions that 
might be characteristic of various col- 
leges. 
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Pace’ reports having tried his test 
out at the Universities ot Chicago, Mich- 
igan State, Colgate, Syracuse, and at 
Brooklyn College. For each statement, 
the person who takes the test answers 
Yes if he believes that it is generally 
characteristic of his college, is something 
which occurs or might occur, is the 
way people tend to feel or act. He an- 
swers No if he believes it is not general- 
ly characteristic of the college, is not 
likely to occur, or is not the way peo- 
ple typically feel or act. There are 30 
subscales of 10 items each in the test. 
Fifteen of the 30 scales defined the 
press at Chicago, 10 scales defined the 
press at Michigan State, 9 at Colgate, 
8 at Syracuse, and 4 at Brooklyn. 

Five scales were common between 
Syracuse and Colgate. Five scales, but 
not the same ones, were common be- 
tween Syracuse and Michigan State. 
One of these colleges is characterized 
by a high press toward play, sex, and 
exhibitionism, combined with high press 
toward adaptability, nurturance, objec- 
tivity, and exocathection-intraception 
(which we might call self-dramatization 
of personal and civic idealism and in- 
novation) and a low press for abase- 
ment. In contrast, another college is 
characterized mainly by a press to- 
ward order and conjunction. 

Another college is characterized by 
a low press for order but a high press 
toward sentience, energy, ego ideal, 
understanding, and counteraction. Still 
another has a high press for play, sex, 
and exhibitionism but is also high on 
order, conjunction, and counteraction. 
One was low on sentience and harm 
avoidance and high on play and nurtur- 
ance. These are examples, not the com- 
plete lists of the press at these schools. 


Nature of Test 


Some sample items will help to clarify 
these descriptions and to indicate the 
nature of the test. A high press toward 
play, for example, is defined by saying 
Yes to such items as these: There are 
lots of dances, parties, and social events; 
everyone has a lot o1 fun at this school; 
students spend a lot of time at the 
snack bars, taverns, and in one anothers’ 
rooms; there is very little studying here 
over the week ends. A high press on 
conjunction is indicated by saying Yes 
to such items as: Requirements for ad- 
mission, registration, and graduation 
are clearly stated; assignments are usu- 
ally clear and specific, making it easy 
for students to plan their studies effec- 
tively. This press is also indicated by 
answers of No to such items as: It is 
difficult to take notes in most classes: 
it is hard to prepare for examinations 
because students seldom know what will 
be expected of them. 

A high press on nurturance is sug- 


gested by saying Yes to such items as: 
Many upperclassmen play active roles 
in helping new students a ljust to cam- 
pus life; a good deal of enthusiasm and 
support is aroused by fund drives for 
Campus Chest, CARE, Red Cross, Refu- 
gee Aid, etc.; the college regards train- 
ing people for service to the community 
as one of its major responsibilities. A 
high press on objectivity is indicated by 
Yes answers to such items as: Neither 
faculty members nor students need to 
be afraid of expressing extreme or un- 
popular viewpoints in this school; a well- 
reasoned report can rate an A grade 
here even though its viewpoint is op- 
posed to the professor's. A press on ob- 
jectivity is denoted by answering No to 
the following items: There always seem 
to be a lot of rumors circulating around 
the campus; some of the professors re- 
act to questions in class as if the stu- 
dents were criticizing them personally. 

A high press for order is indicated 
by Yes answers to such items as: In 
many classes students have an assigned 
seat; faculty ntembers and administra- 
tors will see students only during regu- 
larly scheduled office hours; and cam- 
pus buildings are clearly marked by 
signs and directories. A high press for 
order is also evidenced by No answers 
to: Professors rarely or never take at- 
tendance in class, and the campus and 
buildings always look a little unkempt. 


Conclusion 


As we consider the dynamics of teach- 
ing—the differences between more and 
less effective professional education—it 
becomes clear that we must give more 
attention to the culture within which 
our educational efforts take place. 
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Editor's Note: Reprinted below in its 
original form is a Christmas story by 
Helen Foggo-Thompson, which ap- 
peared in the December 1590 issue of 
THE TRAINED NURSE (now NURS- 
ING WORLD) under the title “This 
Time Last Year.” We thought you, our 
readers, would like to look back to see 
what nursing was like this time 68 
years ago. 


66 M]URSE, are you crying?” 
“No, dear.” 

“But, Nurse, I am sure I saw tears 
glisten in the fire-light as they fell into 
your lap. Nurse, do tell me what is the 
matter. Are you unhappy? Don’t you 
like being here nursing me?” 

“Yes, dear, I like nursing you very 
much. I am not at all unhappy. I was 
thinking, that was all, and my thoughts 
ran away with me.” : 

“About what were you thinking, 
Nurse?” 

“My last Christmas, childie.” 

“Where were you last Christmas, 
Nurse?” 

“Where was I? In my dear old hospi- 
tal, and so busy. Let me see—half-past 
five, Monday. I would just be coming 
up from tea, and most likely taking the 
temperatures and tidying up the chil- 
dren and the wards before going off 
duty.” 

“Was it like Christmas in the hospi- 
tal, Nurse?” 

“Very much like Christmas, childie. 
Why, we had been preparing our grand 
decorations, and trying to keep our 
ideas and plans a secret from the other 
wards and Nurses; then I was anxious 
to get off duty, I remember, and go out 
to buy a few presents, and to return to 
put up the lovely things we had de- 
signed the last thing at night, in order 
that they might ‘astonish the natives’ 
next morning—the Christmas morning. 
How well I remember it all! What a 
business it seemed then to find spare 
moments, and keeping all the things out 
of sight from the Doctors and Nurses: 
you see we wanted to be very smart, 
and unlike others, for we thought a lot 
of ourselves in our ward. In hospital 
life it seems to me that each ward 
thinks itself the ward of the hospital; 
and so it was with us—we thought our- 
selves the cream of that institution; so 
much so, that when a present of baby 
clothes was sent to the Matron, we felt 
quite hurt if she did not allow us to pick 
out all the pretty things for our pet 
babies. We always expected to get the 
best of everything for our children, and 
looking back from this distance, I think 
we succeeded pretty well, although at 
the time we were never quite satisfied. 
However, I feel sure the nurse who 
came to pick for her pet child, after I 
had been through the bundle, never 
found much to go into raptures over. 
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“How we used to dress our babies up! 
We always had a baby, and the next 
ward generally had one too (an oppo- 
sition baby, you know). Of course ours 
was the best. We had just two this time 
last year, and they only had one in the 
next ward; at least they had three, 
really; but one had flabby legs—I used 
to think it rather like a jelly-fish—and 
another had only one eye. So, of course, 
we didn’t count these two. Now our 
babies were fine children—one was con- 
valescent from bronchitis, and the other 
only had a bent-up sort of toe (but that 
didn’t show with a sock on). So our 
babies really were the best all-round. 
They used to look so pretty when 
dressed up, and they seemed to keep 
cleaner and more tidy than the next 
ward children; and it was always our 
baby who did the funny things; besides, 
the visitors praised our babies most. 

“We christened our Christmas babies 
‘Savoie’ and ‘Piedmont’ respectively, al- 
though one was a boy and the other a 
girl. Oh, how I like thinking over it all!” 

“Well, Nurse, what did you do for 
your decorations?” 

“What did we do? Oh, all sorts of 
things. We had a large Prince of Wales’ 
feather made of white tissue paper on 
a red ground, with ‘Ich Dien’ in silver 
letters at the bottom, and a lovely bor- 
der of cotton wool, or, as little Frankie 
used to call it, ‘cobbie lool.’ Then we 
had monograms in silver, and beautiful 
texts in leaves, and lovely holly, and 
mottoes, and flowers, with heaps of 
other nice things. It is delightful to 


think of it all again! How happy we 
were!” 

“Why then should the tears come into 
your eyes, Nurse, when you have happy 
thoughts?” 

“Ah, childie, I was thinking too of 
little Joe.” 

“Who was little Joe, Nurse? Do tell 
me about him! How big was he?” 

“He was nearly your size, dear, and 
about ten years old. He was my boy, my 
special care. I used to feed him, wash 
him, read to him, and tell him little 
tales. He was such a nice boy—one of 
my favorite patients. We were all fond 
of little Joey. The doctors used to spoil 
him; but it is difficult not to spoil chil- 
dren like Joe. He had neither father nor 
mother, and he was a little newsboy. 
We were to have a nice Christmas tree 
in our ward on Christmas Day, and Joey 
had helped to tie up the little presents 
to be placed on it (he was very ill and 
could only do a little at a time). I re- 
turned from my little shopping expedi- 
tion, and found little Joey talking to the 
doctor, telling him what was the matter 
with himself, and what he ought to 
have prescribed for him. This sort of 
thing always amused the doctors. At last 
I finished my decorating, and I felt al- 
most as tired as little Joe, who was 
asleep, with the little presents still on 
his bed, and some of them not tied up. 
(Joey had a weakness for going to sleep 
in the middle of his labors.) So I sat 
down by his cot to finish them for him, 
and feeling glad it was so near my own 
bed-time. I looked at my Joe as I care- 
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fully took the ball of string out of his 
hand. So pale and wasted and weary 
he looked. He had been with us for 
three months; but the day after the 
Christmas-tree he was to go into an- 
other ward (one facing the south), and 
I felt very sorry at the thought of his 
leaving me. I sat tying up the presents, 
and all was so quiet. The children were 
all asleep, and I thought Joey was asleep 
too—his eyes were shut and he was very 
still. But presently he opened his eyes 
and looked at me steadily for a moment 
or two; then he said, ‘Nurse, don’t you 
think our doctor beautiful?’ “Well, Joe,’ 
I said, ‘I don’t know that I ever 
thought of it. What put that into your 
mind, boy?’ ‘I don’t know, Nurse; only 
I like him such a lot when he was sit- 
ting on my bed tonight, telling all 
about the Christmas-tree, and all about 
the presents being hung on it, and the 
candles being lighted. It will be beauti- 
ful, Nurse, won't it?’ ‘I hope so, Joey, 
for your sake.” ‘I told him I had never 
seen a Christmas-tree in my whole life.’ 
‘And what did the doctor say to that, 
Joe?’ ‘He said, “Well, little Joe, after this 
one I am afraid you will never see an- 
other; for when little boys are so ill 
as you, they don’t often get well again.” 
It was nice to hear that, wasn’t it, 
Nurse? Perhaps before one year I shall 
be in heaven. Won’t that be nice? No 
more living out in the cold. No more 
worriting about the left over speshall 
‘dishuns. I don’t want to go out of this 
orspital again, nor out of this ward. 
Couldn’t I stay in this ward always, 
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Nurse?’ ‘I don’t know, Joe. You see the 
doctors think the other ward better for 
you. “But, Nurse, I must stay here till 
after the Christmas-tree tomorrow.’ 
‘Yes, dear.’ ‘And if I am asleep when it 
is all lighted up you will wake me, won't 
you, Nurse?’ ‘Yes, dear! Now go to 
sleep, little man; I am going to bed too. 
All the presents are done up; so good- 
night. You must be much better tomor- 
row, for we must all be happy on 
Christmas Day. Goodnight again, little 
Joe.’ “Goodnight, my Nurse. You will 
be sure and wake me when the tree is 
lighted up?’ ‘Yes, Joey.’” 

coe ° ° ° 

“Christmas morning dawned bright 
and frosty. The ground was white with 
the snow which had fallen during the 
night. 

“Nurses are flitting in and out the 
wards, exchanging good wishes, and I 
even hear the next ward nurses admir- 
ing our ‘Savoie’ and ‘Piedmont.’ A group 
of bright-looking nurses, each wearing a 
sprig of holly, are standing in the door- 
way, comparing presents and cards, 
others are just returning from the early 
Communion, looking so well and happy 
in the bright, crisp morning sun. All 
seems to say, ‘Peace and good-will.’ 

“I steal to the end of the ward to see 
little Joe. I find him much worse, but 
he smiles a weary sort of smile, and 
wishes me a Merry Christmas; and fish- 
ing out from underneath his pillow the 
little sprig of holly with the text at- 
tached, sent him by the Flower Mission, 
he whispers as he presents me with his 


little all, ‘At last it is Christmas-tree 
Day, Nurse.’ 

“I go on with my usual work, but I 
look long and often at my poor little 
favorite. 

“I must pass over a little of what 
takes place now, but five o'clock comes 
at last; the children’s tea is over; they 
have their hands and faces washed up, 
and are looking so bright and anxious. 
Little Nellie is sitting on her pillows, 
with her sore eyes bandaged up, sing- 
ing— 

““Tom he was a naughty boy, 
As naughty as could be; 

He used to whip the little girls 
If they were less than he.” 


“Nellie is a shy child, but since she 
is blind folded she does not know there 
are visitors in the ward, and that they 
are smiling at her pretty song and the 
happy little singer, so she glides off to 
her next song. 

“All is bright and pretty. The doctor 
is lighting up the tree. The visitors al- 
most all have a child to nurse. The baby 
from the next ward is sitting on 
‘Savoie’s’ cot, and I see him pinch the 
jelly-fish-like legs; but as the owner of 
them does not cry, I pretend not to see 
what is going on. The tree looks lovely. 
I look round the ward again. At the 
end I see the red screen is round Joe’s 
bed; I pass behind it quietly, because 
the tree is all lighted up now, and there 
lies my little favorite asleep. I fold his 
wasted little hands, but do not wake 
him as I promised so faithfully to do, to 
see the Christmas tree in all its glory, 
for our little Joe could not be spared 
to us longer. He had gone to his home 
above. Then I see the text which was 
taken from the holly he had given me 
peeping from beneath his pillow. I read 
on it— 

‘In the presence of his glory, with exceed- 


by 


‘ : , 
ing joy, now and forever, Amen. 


I returned the holly to it, and lay it 
near the little hand so white and cold, 
and pass round the screen again, and 
out of the ward to my own room.” 
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“And did you not help with the tree 
after all, Nurse?” 

“No, dear, not that night.” 

And now I return to my present little 
patient, convalescent, and so anxious, 
too, for the morrow, and what it is to 
bring forth. 

And I poke up the fire, and make a 
cheery blaze, and turn my thoughts to 
the ever welcome word “tea”—tea for 
the patient, and tea for the Nurse. So 
let us forget the past, and have a little 
talk of the very present—namely, 


“specialite” tea and toast, in the firelight, 


and the advantages and disadvantages 
thereof. 
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URING the 1958 Workshop on the Dynamics of Teach- 

ing, the provocative paper “Cultural Influences on In- 
terpersonal Dynamics”* raised a number of questions on 
its applications to nursing. Here a chief concern was the 
need for us to understand the behavior of individuals and 
groups against the background of a culture. 

The experiments at the Visual Perception Laboratories of 
Ohio State University give some indication of how a con- 
text alters our view so that white appears to be black and 
black is seen as white. This phenomenon, brought to the 
attention of law students as an illustration of the likely dis- 
tortions of any report given by an eyewitness, is also im- 
portant to nursing students, who should be aware of how 
their culture determines the way they perceive and respond 
to other people and situations. 

Emergent values of our culture have been identified as 
sociability, relativistic moral attitudes, need for being con- 
siderate of everyone, present-time orientation, and con- 
formity to the group. The first four of these values seem to 
merge into the fifth. 

Sociability requires not only that we get along with 
people, but also that we shun any solitary pursuit. Morality 
has become relative; it has moved out of the realm of abso- 
lutes. Right or wrong is now determined by whatever is con- 
sidered right or wrong by the group. According to our 
culture, the viewpoint and behavior of another person are 
to be tolerated so long as group harmony is not disrupted. 
Inability to reconcile oneself with an indefinite future has 
fostered a philosophy of the enjoyment of the present with- 
in the limits of the well-balanced person and the group. 
Finally all these converge in the direction of conformity to 
a group; everything is done to foster group harmony, and 
leadership becomes a matter of lubricating the machine to 
make this possible. 

The fact that conformity to a group is a dominant influ- 
ence in our culture is viewed with alarm by a number of 
researchers. Here some startling revelations are reported 
about the stifling of outstanding or creative thinking. Social 
dependency of an individual, furthermore, fosters the un- 


*Esther Lloyd-Jones, “Cultural Influences on Interpersonal Dy- 
namics,” Nursing World, Vol. 132 (December, 1958), pp. 15-17. 


20 


THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 





critical acceptance of ideas acceptable to others, whether 
true or not. Conversely, social independence and cognitive 
abilities are interrelated in such a way as to foster the 
development of ability to think for oneself. It is considered 
advisable for education to focus attention on social inde- 
pendence, thereby leading students to acquire clear, con- 
structive, and independent thought. 

These were a few of the ideas considered in five dis- 
cussion groups at the morning session of the workshop. 
Questions seeking further clarification were raised in the 
afternoon. 


Dr. Hook (Moderator): 1 should like to introduce to you 
the group representatives seated at this table: Group I, Mrs. 
Myrtle Ross, parent-education counselor with the Y.W.C.A. 
in Omaha; I shall report for Group II; Group III, Eleanor 
Page Bowen, formerly World Health Organization senior 
nurse educator in Formosa and curriculum consultant in 
Massachusetts, who is now engaged on a research project 
with psychiatric aides; Group IV, Emily Brickley, director 
of public health nursing at the Nebraska State Department 
of Health in Lincoln; Group V, Madge Beauman, associate 
and instructor in the in-service education program at the 
Nebraska Psychiatric Institute; Dr. Esther Lloyd-Jones, pro- 
fessor and head of the Department of Guidance and Studeat 
Personnel Administration at Teachers College, Columbia 
University, in New York City; and Dr. William A. Hunt, 
professor and chairman of the Department of Psychology at 
Northwestern University, Evanston, II]. 

Yesterday Dr. Hunt spoke to us about “Education—the 
Dream and the Reality,” and this morning Dr. Lloyd-Jones 
discussed “Cultural Influences on Interpersonal Dynamics.” 
They gave us much provocative material to work over in 
the group sessions. May we have your questions? 

Mrs. Ross: We started to conform by considering the dif- 
ferent phases of conformity that could be tolerated. Does 
conformity necessarily endanger initiative and creativity? 

Dr. Hook: Our group came up with three main ques- 
tions: How do we reconcile individualism with group goals? 
Should we be concerned about how we set up goals to _ 
pare students for bedside nursing and then expect them 
to meet a need by accepting positions in supervision, teach- 
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ing, or administration? What is the significance of the 
academic degree in granting higher status through increased 
salary and more responsible positions to a nurse with such 
a degree, even though she might have less experience than 
one without a degree? 

Miss Bowen: As we talked about the dangers of con- 
formity and the necessity of freeing ourselves as individuals, 
we wondered about how a climate could be established in 
which the students might think constructively and be 
creative. Why do nurses move about as much as they do? 
Why is it so difficult for us to move from dependence to 
independence? Are we giving enough thought to the need 
for interdependence? 

Miss Brickley: Our group conformed with the expectation 
that it raise questions based on this morning's presentation. 
Since the forces of society shape our values, what does nurs- 
ing need to do about the cultural and social pressures which 
hinder our freedom to develop independence? We weren't 
interested so much in how a person became a nurse as in 
how she developed as a person who can do nursing. 

There were some young teachers in our group who felt 
that they were required to conform in such matters as grad- 
ing systems, the amount of time devoted to one subject, and 
the specific number of weeks spent in a clinical area. Feel- 
ing restricted themselves, how then could they establish the 
proper climate for students to develop social independence? 
What about the feminine fall-out in nursing? Is the older 
person really able to carry on as effectively as the younger 
one? 

Miss Beauman: We gave some thought to the fact that 
of the women who married when they were 20, very few 
would have started or completed a nursing program. Then, 
since most of our nursing schools today set a maximum age 
of 35 years for admission, what does this do in keeping out 
likely candidates from the ten-year feminine fall-out group? 
Would it be desirable to reduce the time requirement for a 
program in nursing to attract desirable older applicants? 

Dr. Lloyd-Jones: Your questions, Miss Beauman, differed 
from the others by showing less concern about conformity 
and more about logistics—a kind of manpower concept. This 
involves a consideration of where you are likely to find peo- 
ple with the necessary abilities and how these might be de- 
veloped as fully as possible to meet the ever growing needs 
of an expanding population. The fact that half of all the 
women in this country have married by their twentieth 
vear must be taken into consideration as we attempt to 
break through the impasse of an inertia founded on our 
tendency to hold on to an accustomed way of thinking or 
acting. Here our preconceived notions about the kind of 
people who can be educated no longer hold. 

My previous concept that an undergraduate student is 
under 22 years of age was changed when a national study 
by the Women’s Bureau and the National Vocational 
Guidance Association showed that 18 per cent of all women 
who received bachelor’s degrees in 1955 were between 22 
and 30 years of age, and 9 per cent were older. Then I 
found that other educators were already aware of this trend 
in education for all age groups. 

A very successful nursing program is now under way at 
Orange County Community College in Middletown, N. Y.., 
where it is maintained that some of their very best students 
are in their forties. A woman was once considered to be too 
rigid to start a nursing program after 30. The successful ven- 
ture of that Eastern college in admitting older students can 
be repeated, and will probably prove they are adaptable 
enough to learn what needs to be learned, even if they fail 
to be adaptable enough to leave their homes and their chil- 
dren to live in a residence hall. 

Educators need to be able to visualize the changes result- 
ing from social pressures which require people to make cer- 
tain adaptations. Is the nursing profession taking advantage 
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of an applicant with outstanding ability but who is olde: 
than an established outmoded age limit? There was a time 
when nursing students were not allowed to marry, but a 
changing society has brought about new ways of thinking 
about married students. Why not, then, consider the value 
of accepting applicants in an older age group? 

Another outmoded concept that must be challenged is that 
of the nurse who has “arrived” by passing state boards or 
even achieving a bachelor’s degree and who then fails to 
keep abreast with the changing times. Other protessions re- 
quire their members to take additional courses, from time 
to time, to keep in good standing. Big business sends em- 
ployees to such places as the University of Chicago, the 
Harvard School of Business Administration, and the Uni- 
versity of Pennsylvania. 

One large company, I know, sends high-powered men 
away to study Shakespeare to lift them out of what they are 
doing habitually and to force them into fresh thinking by 
making them adjust to others in a new context, thereby 
sharpening their perceptive and cognitive abilities. You are 
doing this now by taking time away from your habitual 
activities to do some fresh thinking, to get new points of 
view, and to sharpen your problem-solving ability. But do 
nurses generally have the opportunity or take such advan- 
tages that would help in furthering their profession? 

Miss Beauman: We should like to believe that a woman 
in the so-called ten-year feminine fall-out does not go into 
isolation, into a deep freeze. 

It seemed to us that she falls out to add to—by becom- 
ing a mother of several children. Her learning experiences, 
thereby, must include the concept of conforming to the 
institution of marriage in our society and becoming flexible 
by adapting to different members of a growing family. Does 
this not give her an enriched background for nursing? 
Would it then be advisable to offer shortened programs for 
such a person? 

Miss Bowen: It seems to me that falling-in-love experi- 
ences give these fall outs a rich background to motivate 
them to understand or question the subject matter taught 
in courses on sociology and family relationships. 

Dr. Hunt: On what grounds can you justify your opinion 
that a married woman is enriched by spending 10 years 
passively bending to a conforming society? 

Mrs. Ross: You might feel differently if you could hear 
young mothers discuss some of these matters in a parent- 
education seminar at the Y.W.C.A. They are not conform 
ing to a rigid society as much as you might think. 

Dr. Lloyd-Jones: Are you implying, Dr. Hunt, that an 
educational institution requires more conformity than a 
home? 

Dr. Hunt: I was merely questioning an assumption that 
living in our culture is necessarily an enriching, creative ex 
perience. You told us this morning about the limitations of 
a conformity-stressing culture; I am now plunged into an- 
other thought that 10 years of married life is a vital, enrich- 
ing, and creative experience which can serve as a back- 
ground for a shortened educational program. 

Miss Beauman: Perhaps the assumption about the fall-out 
time being enriching was not justified, but it certainly must 
be a learning experience in living since it makes the woman 
conform to the institution of marriage in our society and 
adapt to the demands of family members. Some experiment- 
ing in shortened programs is already under way without 
being specifically designed for an older age group. 


The next issue will conclude this discussion on the impli- 
cations of varying time requirements for programs of study 
in nursing and the increasing numbers of married women 
entering the profession after a feminine fall-out period of 
approximately 10 years, during which they get married and 
have families. 
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OST people feel and express an- 

ger at one time or another. The 
nurse, and particularly the psychiatric 
nurse, is in a position where she has 
opportunity to recognize and deal with 
angry feelings and angry behavior. If 
she knows some of the concepts re- 
lated to anger and learns to make in- 
ferences from her observations, she can 
understand and control her own be 
havior and help patients to gain some 
insight into what is happening. 

In the literature, major emphasis 
seems to be given to the problems re- 
lated to anger in children, especially 
in relation to parents and teachers. 
There seems to be a need to examine 
the subject of anger with special ref- 
erence to nursing. 

Using selected literature and exam- 
ples from two intensive nurse-patient 
studies, I will explore in this paper 
the concept of anger and concepts re- 
lated to anger and show how these can 
be applied to patients’ experiences and 
how the nurse can operate in situations 
where anger is present. 

Anger serves a very useful purpose, 
if it can be felt and expressed freely, 
because it usually promotes a pleasant, 
powerful feeling, which is quite the 
opposite of the feeling of anxiety for 
which it is substituted. But it also veils 
the original threat which gave rise to 
the anxiety. 

The concept of anger can be spelled 
out in four steps: 1. there is an experi- 
ence of frustration, unmet expectations, 
or lost self-respect; 2. anxiety occurs; 
3. the anxiety is changed immediately 
and usually without recognition into 
feelings and/or actions of power; 4. 
relief is felt. 

Anger seems to follow three differ- 
ent experiences—frustration, a blow to 
the self-view, and an experience in 
which expectations were not met. 
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Peplau has defined frustration as 
“any interference with, blocking of, or 
barrier to a need, drive, or desired 
goal before satisfaction of these urges 
has been felt... .”2 

The steps in the process of frustra- 
tion, which can be observed or obtained 
from the patient by questioning, in- 
clude: 1. the setting of a goal; 2. move- 
ment toward this goal; 3. an interven- 
ing obstacle; 4. anger. For instance, a 
hospitalized patient told the nurse, “I 
think about home, getting out of here 
and going to work. I am mad at the 
whole place for being in here.” Her goal 
is to go home. The only way she has 
moved toward it so far is by wishing. 
The intervening obstacle, that she is 
not well enough, is not yet recognized 
by the patient. She freely expresses her 
angry feelings. 

A blow to the self-view occurs when 
a person suddenly sees himself more 
fully, when he grasps the meaning of 
some dissociated or selectively inat- 
tended aspects of experience which are 
threatening his self respect. Sullivan 
says that a direct attack on the proc- 
esses inhibiting awareness of these as- 
pects would yield severe anxiety, anger, 
or resentment.? Anger would be most 
pleasant of the three, because it is a 
powerful feeling and moves attention 
away from the threatened picture of 
the self. A patient, after telling the 
nurse about some experience in her 
past which was not socially accepted 
and which she could not accept as 
having happened to her, said: “I don’t 
want to talk about that, it is past and 
forgotten; you make me sick.” The pa- 
tient recognized a difference in feel- 
ing, probably due to anxiety and then 
became angry with the nurse. 

Patients may expect a nurse to act 
a certain way, for instance, the way 
their mothers used to respond, or the 
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way a teacher or another nurse acted 
in an earlier experience. If the nurse 
then says or does differently, the pa- 
tient may feel anxious and in turn be- 
come angry. A patient accustomed to 
a mother on whom she could not al- 
ways depend found that the nurse 
would always be there at the appointed 
time, even when the patient was late 
or ignored her. This patient expressed 
anger by saying: “You never do any 
work; just sit there and write, you and 
your pencil! . It seems you could 
find something better to do with your 
time.” 


Feeling of Power 


According to Richardson, the pur- 
pose of anger is to give a feeling of 
power which serves to enhance the 
lowered self respect and stimulates the 
person to fight any obstacle in the way 
between himself and his goal.* 

Anger may be expressed in various 
ways and change into several other 
feelings. A frequent response to the 
feeling of anger is in terms of oral or 
physical aggression, which may be 
more or less directed at the object 
causing discomfort or anxiety, 

Peplau classified aggression in four 
categories: direct, that directed against 
an object which resembles the original 
obstacle, aggression against an object 
with decreasing resemblance, and ag- 
gression directed toward the self.4 Di- 
rect aggression was expressed by one 
of the patients against a social worker 
who did not meet her expectations. The 
patient said, “She told me I would be 
out in a year. She can be a liar and a 
thief . . .” Aggression directed against 
a nurse who somehow reminds the pa- 
tient of someone else whom she has 
reason to be angry with would be an 
example of the second category. A pa- 
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tient who felt angry and did not want 
to direct her aggression against any 
person, suggested: “I wish I were out 
of here, I wish there was a kicking 
machine around to use some energy 
up.” An example of aggression direct- 
ed toward the self but indirectly point- 
ed at the obstacle interfering with her 
goal is expressed in this statement of a 
patient: “I'll kill myself, then people 
will be sorry they did not help me to 
get out.” 

Feelings related to anger are hate 
and hostility. Both are like anger sub- 
stitutes for feeling anxiety. 

Horney defines hostility as a response 
to subjectively experienced humilia- 
tion.5 A finds or thinks that 
another person does not have the ex- 
pected respect for him. Rather than 
feel anxiety, he feels and/or expresses 
hostility. If we adopt unfriendliness as 
a synonym for hostility, the term “ex- 
treme unfriendliness” would be ap- 
propriate for hate. 

Sullivan sees hate as a mutual process 
between people evoking anxiety thru 
humiliating each other in a relation- 
ship in which some conjunctive forces 
prevent a breaking up of the relation- 
ship.® 

The ability to feel and act out anger 
is learned rather early in life. Responses 
to frustration or anxiety-provoking situ- 
ations change from diffuse rage to 
more and specific patterns of anger, 
aggression, hostility, and hate, as well 
as resentment and apathy. 

According to Sullivan, the child 
learns rage behavior from angry pun- 
ishing parents. If he then finds that an 
exhibition of rage aggravates the situ- 
ation in terms of more punishment, he 
uses anger. If this, too, is not tolerated 
by the punishing parent, the child 
and exhibits which 
can be defined as feeling wronged. If 


person 


feels resentment, 
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this is not acceptable, the child must 
conceal his resentment, first from oth- 
ers, and later from himself, also. He 
then may become apathetic or with- 
out feeling and exhibit the dissociated 
feelings as a psychosomatic complaint 
only.? 

Patients may use different ways of 
acting out anger, and from these the 
nurse can hypothesize about the atti- 
tude important adults might have had 
about anger when the patient was a 
child. 

One patient told the nurse: “I have 
a pain in the head. I wish I were out 
of here!” Finding her goal impossible 
to reach, the patient might have felt 
and acted out of anger; instead she felt 
a pain in her head. 

The patterns of anger which can be 
observed are related to the particular 
development of the child, as well as to 
the general cultural frame in which he 
up. Richardson describes the 
three different patterns of attributive, 
contrary, and indifferent reaction to frus- 
tration or anxiety-provoking situations. 

The attributive reaction pattern in- 
cludes sarcastic or ironical remarks as 
well as imaginary attacks against the 
intervening obstacle. The contrary be- 
havior has its roots in the Christian doc- 
trine of “offering the other cheek.” Ex- 
cessive kindness and politeness are 
shown where the situation calls for 
anger. The indifferent or “I don’t care” 
reaction may be the result of repeated 
experiences of frustration coupled with 
the inability of doing anything about 
it.8 

The nurse, in order to deal effectively 
with feelings of anger in her relation- 
ships with patients, has to understand 
the concept of anger, concepts related 
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to anger, her own patterns of reacting 
to and dealing with anger-provoking 
situations, and how to recognize anget 


in patients and help them to cope with 
this experience in a meaningful way. 
This last skill includes three operations: 
1. helping the patient to accept her- 
self as feeling angry; 2. helping the 
patient to find out why she feels angry; 
3. assisting the patient in using the 
energy inherent in anger in a construc- 
tive way. 

In working with a patient who freely 
expressed anger, a pattern in nurse- 
patient interaction developed and could 
be recognized. In the first phase of the 
pattern, the patient acted out her feel- 
ings of anger. For instance, she would 
pace back and forth and scream out 
her feelings of anger and hate. The 
role of the nurse during this phase was 
to sit it out with the patient, asking 
short, nondirective questions aimed at 
clarification whenever she could get a 
word in, and showing no disapproval 

The next phase was one of reassur- 
ance. The nurse helped the patient to 
explore what she had felt. The patient 
at one time described her feelings of 
anger as “a hateful feeling, and the 
body feels stronger.” Often the patient 
feels guilty about having expressed 
anger. She wants to know how the 
nurse feels about this. This patient once, 
when asked how she felt about her 
anger, remarked to the nurse, “You 
should be able to take it.” But then she 
brought up a conflict in her own values 
toward anger and hate. She said, “T 
felt good yesterday (when she acted 
out anger) but I don’t feel good today. 
I can’t be hateful too long; the Lord 
said not to be hateful. When you are 
angrv it would be best to walk away.” 

Another patient, after showing anger 
with the nurse for several days, sud- 
denly developed a stiff neck which dis- 
appeared when she felt more comfort- 
able about expressing anger. At this 
stage patients need some reassurance 
that anger is a common feeling and ac- 
ceptable to the nurse. 

The last phase in the pattern is an 
exploration of what brought on the 
anger, what other situations evoke the 
same reaction, and what alternate ways 
there are of dealing with them. Take 
for instance the patient who got angry 
because she felt frustrated in reaching 
her goal of going home. By using the 
concept of frustration, the patient and 
nurse together explored what the goal 
was, and what steps the patient had 
taken toward it. These consisted of ask- 
ing for and wishing that several people 
would get her out, Next they found out 
what the obstacle was that intervened, 
and what could be done about the situ- 
ation. For this patient it seemed to be 
best to change her goal temporarily 
from going home to getting well. 

This patient had recognized her own 
anger and was able to talk about it. 
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Some patients, on the other hand, may 
react with silence or apathy to feeling 
angry. Here the first step would be for 
the patient to become aware of her or 
his feelings, to describe them, and to 
accept them. 

Anger, like anxiety, evokes physio- 
logical reactions in the body which lib- 
erate energy. This energy should be 
used, if possible, to deal with the prob- 
lem at hand, to learn about and/or dis- 
solve the difficulty, or if this is not 
possible, to work on some other con- 
structive project. The nurse can help 
the patient with this by exploring with 
him whether the obstacle can be re- 
moved, whether there are other ways 
to reach the goal, circumventing the 
obstacle, or whether the goal needs to 
be changed, and by assisting the patient 
in developing the necessary skills to 
deal with this and similar problems. 


Summary 


which can be 
helpful to nurses in understanding and 
controlling their own behavior and in 
assisting patients to learn about the 
meaning of their anger reaction patterns. 

The dynamics of the concept of anger 
used in this paper include the following 
steps: 1. a blocked goal, reduced self- 
respect, or unmet expectations; 2. an 
unpleasant, uncanny, powerless feeling, 
which is part of the concept of anxiety; 
3. a change of feelings, sometimes with- 
out recognition of the anxiety, into feel- 
ings or actions of power, directed 
against the blocking object, a substi- 
tute, or the self; and 4. the feeling of 
relief, 

This and related concepts have been 
explored with the help of literature and 
examples from two patients. 

Patterns of experiencing, accepting, 
and expressing anger differ widely and 
are related to the cultural background 
and individual upbringing. Understand- 
ing and using one’s anger constructive- 
lv isa learning task. 


Anger is a concept 
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A case study of a hospitalized 
depressed patient reveals the 


Benefits of 
THORAZINE 


OMATIC therapies affect the nurs- 
ing needs of the patient. Although 
there may be no new needs created by 
such therapy, those that are already 
present are altered by the introduction 
of a specific treatment. It is important, 
therefore, that the psychiatric nurse use 
the skills of observation and evaluation 
to identify the nursing needs of the 
patient receiving somatic therapy. 
This enables her to plan care that 
will assist the patient in obtaining max- 
imum benefit from the therapy. To 
determine the nursing needs of the pa- 
tient receiving a specific treatment, the 
psychiatric nurse must know the nature 
of the treatment, the method of admin- 
istration, and the reactions of the 
patient. With this knowledge and her 
ability to recognize and identify the 
intensity of the patient’s needs, she 
can provide the best nursing care. 
While medical literature provides 
information about Thorazine, there is 
little written concerning the nursing 
care of patients receiving this drug. 
Therefore, the following study of a par- 
ticular patient receiving Thorazine will 
help to reveal the needs manifested by 
her behavior and the nursing care given 
in an attempt to meet these needs. 
The patient in the study was a 50- 
year-old widow. Although it was her 
first admission to a psychiatric hospital, 
it was believed that her mental condi- 


tion had begun to manifest itself ap- 
proximately three years prior to admis- 
sion when her husband died of cancer. 
Since then she had “spells” during 
which time she talked irrationally, 
claiming that she was able to converse 
with the Lord. She became very sus- 
picious of people and felt that every- 
one was trying to take things from her. 
During the last three years she tended 
to remain alone, although formerly she 
had_ been sociable and enjoyed 
parties. 

From the nurses’ notes it was learned 
that the patient, on admission to the 
hospital, was depressed, suspicious, 
and unkempt. Her restlessness and agi- 
tation were evident as she paced the 
floor and rubbed her arms and face. 
She offered no conversation, and only 
nodded her head in response to ques- 
tions. She had to be encouraged to eat; 
otherwise, she left the table after just 
tasting the food. It was further men- 
tioned in the report that during the 
night the patient paced back and forth 
in her room and outside the hall. This 
apparently disturbed the other patients, 
and it was necessary to lock the door 
of the patient’s room. However, after 
she was confined to her room, she con- 
tinued, at intervals, to walk about. No 
other details concerning the patient's 
behavior or her care were available at 
this time. 
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The patient’s unkempt appearance 
was partly due to a great deal of facial 
and bodily hirsuteness. According to 
her, she had had this excessive growth 
of hair, with no increase in the amount, 
since she was 21. Special tests were 
performed in order to rule out any or- 
ganic pathology. 

Thorazine was first given to this pa- 
tient approximately a month after her 
admission. The initial dose was 100 
mg. orally, four times a day. Previous 
to this she had received continuous tub 
treatments and paraldehyde for sleep. 
At first she was somewhat hesitant 
about taking her new medication. She 
would raise the pills to her mouth and 
then put them down. Yet, when the 
nurse slowly told the patient to put the 
pills in her mouth, placing them as far 
back on the tongue as possible, and at 
the same time handing her a glass of 
water, the patient was able to swallow 
them—with some effort. While the 
nurse was attempting to make it easier 
for the patient to swallow the pills, 
she also was telling the patient that 
she, the patient, was taking the pills to 
make her feel better. 

On the afternoon of her first day of 
treatment, the patient was found sleep- 
ing in a chair and was encouraged to 
go to bed. After this she usually rested 
for at least a half hour after receiving 
Thorazine, and again in the afternoon. 
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She also retired early in the evening. 
However, at all times during the day 
she was easily aroused and did things 
when directed. This was done in a 
rather simple and indirect manner by 
making such remarks as: “How about 
going to the bathroom?” “Would you 
like to comb your hair?” “How about 
doing a little ‘of your embroidery?” 

During the first six days of the treat- 
ment, the patient had to have constant 
direction in caring for herself, and 
seemed unable to make decisions. She 
had to be reminded to do such things 
as going to the bathroom or taking a 
drink of water. The patient would walk 
to the fountain, hesitate, and then turn 
back. But when told to take a drink. 
she did. During this time her face had 
to be shaved regularly, and she had 
an offensive body odor caused, in part, 
by a vaginal discharge. The latter con- 
dition was treated with vinegar douches. 

The patient also was troubled with 
constipation, a symptom that created 
a nursing problem. Because of fre- 
quent fecal impactions, it was neces- 
sary to do routine rectal examinations 
during the early phase of treatment. 
Her bowel functioning was partially reg- 
ulated with enemas or a mild laxative. 
When the patient’s behavior improved, 
she stated that she was accustomed to 
taking a laxative nightly when at home, 
and gradually she accepted the respon- 
sibility of asking for a laxative. When 
the laxative did not relieve her, she 
willingly took an enema. 

The woman ate by herself but needed 
to be reminded constantly to continue 
to eat; otherwise, she would wander 
away from the table. She willingly re- 
turned, though, when asked to try 
to eat a little more. The nurse made 
sure that the food on the table was 
within the patient’s reach and helped 
the patient with the servings, making 
them small enough not to discourage 
the patient. The nurse also gave her 
approval to the patient on whatever 
she ate. She did this by saying, “You 
did well by eating what you did.” 

The restless sleeping pattern con- 
tinued during the early phase of the 
patient's treatment. Frequently she got 
up and paced about the room, wringing 
her hands. The details of the nurse- 
patient interaction during this time 
were not recorded. By the sixth night 
of treatment, however, she slept well. 
All other sedation had been discon- 
tinued once she received Thorazine. 

During the first week of treatment, 
the patient was very quiet and tended 
to remain bv herself. She usually 
mumbled or nodded her head in re- 
sponse to questions. Once she stated, 
“Everything I say is against me.” Be- 
cause of her medication she was rathet 
lethargic; in fact, sometimes motion- 
less, and she often complained of feel- 


ing tired. This was relieved with rest, 
after which she was usually taken for 
a short walk. While walking with the 
patient, the nurse tried to engage her 
in conversation by talking about the 
flowers and other things in the environ 
ment. 

During this time improvement in her 
behavior was most evident in late after- 
noon. In the morning the patient 
usually was sullen and unresponsive. 
Whenever she showed the least bit of 
alertness, the nurse tried to interest 
her in some type of activity by sug- 
gesting embroidery work, a game of 
cards, doing personal laundry, or iron- 
ing. When the patient showed any in- 
decisiveness about the suggestions, the 
nurse would either bring the activity 
to the patient or take the patient to 
the area where the activity was to be 
performed. Trying to interest the pa- 
tient in some activity was very difficult 
because of her drowsiness. 


More Alert 

There was a noticeable change in the 
patient’s behavior on the seventh day 
of treatment. At this time she was re- 
ceiving 150 mg. of Thorazine orally, 
four times a day. On the eighth day 
the dosage was increased to 200 mg., 
four times daily. The patient became 
more alert to her environment and be- 
gan to care for her personal hygienic 
needs with a minimum of supervision. 
Through repetition of such functions as 
bathing, brushing her teeth and comb- 
ing her hair, the patient became able to 
perform these duties as instructed. 

The nurse was careful to compliment 
the patient on tasks which the patient 
herself could accept as having been 
done satisfactorily. In the early phase 
of treatment, the patient could not ac- 
cept any praise about her personal ap- 
pearance; if a remark was made about 
how nice she looked, she would shrug 
her shoulders in such a way that it was 
evident she did not agree with this. 
However, when she began taking in- 
terest in her personal appearance (one 
sign of which was the shaving of her 
face) she became more willing to ac- 
cept a compliment about her grooming. 

One day, the nurse asked the patient 
to go to the occupational therapy de- 
partment, and told her about the differ- 
ent things that were made in the 
department, pointing out how much 
fun it could be. The nurse also told 
the patient that she did not have to 
make anything—she could just look 
around and return to the hall at any 
time. It was not until the seventh day 
of treatment that the patient accepted 
the invitation to go to the occupational 
therapy department. While she was 
not anxious to go, she adapted well to 
the -nvironment, and started to em 
broider a pillow case without any as 


25 











sistance. She seemed to enjoy this type 
of activity, apparently pleased when 
told that she could take her work back 
to the ward. 

The patient's inability to decide what 
to do and when to do it, however, made 
it necessary to encourage and assist her 
in this work. This was done by taking 
the patient’s embroidery to her and 
staving with her until she had threaded 
her needle and started work on the pat- 
tern. After she became involved in her 
embroidery, she usually proceeded well. 

The nurse frequently returned to 
the patient and would talk to her about 
things within the immediate environ- 
ment, now and then commenting on 
the progress the patient had made with 
her embroidery. The woman seemed 
more relaxed when working, but was 
not pleased with what she did: When 
she was complimented on her faney- 
work, she always stated that she had 
done better work before her illness. 

When the patient became quite 
drowsy, she had to be called individ- 
ually for her meals, occupational ther- 
apy, and outside group activities. Be- 
cause of her indecisiveness, she would 
respond to the call, but then return to 
where she had been sitting. The nurse 
would go to the patient and remind 
her again of the activity. The patient 
would then get up and return to the 
group, staying with the group as long 
as the nurse was with her. The other 
patients did not seem concerned about 
this particular patient—whether she was 
with them or not—until she became 
more alert to her environment. Then 
the patients commented on how this 
patient had changed. As her behavior 
improved, her interest in work in- 
creased; she did her own tracing of 
patterns for embroidery and _ selected 
the colors of embroidery floss that she 
would use. 

She also willingly washed and ironed 
her clothes, helped with the ward work, 
went with the other patients to the 
greenhouse, and worked in the garden. 
The nurse suggested to the patient that 
she might like to write some letters to 
her son and other relatives. At first 
the patient was reluctant to do so, but 
the nurse brought the patient paper 
and pencil and remarked that maybe 
sometime during the day she might 
want to use the stationery. It was not 
long after the nurse left the patient 
that the patient began to write a letter. 
Gradually she started to entertain her- 
self of her own accord, although she 
was still content to be idle for consid- 
erable periods. 

The patient revealed a hopeless at- 
titude toward her illness. “There’s 
nothing worth smiling for,” she would 
say. Or “I'm worse than I was before.” 
She lamented, “I'll never go home. 
That's why I'm here, because others 
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can go home, and I can't.” A visit 
from the patient's son and brother gave 
her more assurance, and gradually her 
attitude toward recovery became one 
of indifference. She expressed the de- 
sire to get well, but her expression 
lacked enthusiasm. Although she felt 
better, she was unable to see how she 
would ever get home. But the nurse 
reminded the patient that she had not 
become sick suddenly. The patient 
agreed. The nurse further explained 
to the patient that since she was sick 
for so long, it would take some time 
to get well. The patient seemed able 
to accept this. While she was aware 
of who she was, the time, and the 
place, on a few occasions she did not 
know the time of the year. It seemed 
that her drowsiness made her inatten- 
tive to the passage of time. When this 
occurred, the nurse reminded her of 
the month and day. 

While receiving Thorazine, the pa- 
tient had a weekly red blood count, 
white blood count, and differential. 
Her blood pressure, temperature, pulse, 
and respiration were checked frequent- 
ly. There was a marked fluctuation in 
blood pressure, the lowest recording 
being 86/56. At such time, the blood 
pressure was taken more often—until 
it became stabilized. Usually her blood 
pressure was lowest when she was in- 
active, especially when sleeping. 

Besides drowsiness and constipation, 
the patient manifested other symptoms 
of discomfort while receiving Thora- 
zine. However, they were mild and 
usually transient in nature. She com- 
plained of dry mouth, blurred vision, 
and itchiness, but only once. She said 
that at times she had itching of the 
skin on her arms, yet examination re- 
vealed no evidence of a rash. Another 
side effect was flushing of the face, 
which increased and decreased at in- 
tervals during the treatment and was 
present at times when the patient’s 
blood pressure was quite low. 

Throughout most of the period of 
observation, the patient had a mask- 
like expression. Now and then the 
nurse was able to get the patient to 
smile—once this occurred when the 
nurse, talking about flowers, asked the 
patient about her favorite flower. “Pe- 
tunia,” she replied softly, and a slight 
grin came over her face. But this 
change in her expression was of short 
duration. As her condition improved, 
she showed a very shallow and limited 
smile when accepting compliments con- 
cerning her personal appearance. Grad- 
ually the patient became accustomed 
to her drowsiness, which began to sub- 
side on the sixteenth day of treatment. 
As a result, her “tired feeling” also 
disappeared and she was able to stay 
up most of the day. 

After 18 days of Thorazine treat- 


ment, and having received a total of 
11,400 mg. of the drug, the patient 
was relaxed, ate better, slept well, en- 
tertained herself at times, and was 
capable of caring for her hygienic 
needs. Although she was seclusive, she 
was co-operative to all ward routine. 
She had a more hopeful attitude to- 
ward recovery, even though she con- 
tinued to feel that people were against 
her and that personnel were holding 
something from her. Although she said 
that she did not understand these feel- 
ings, she recognized the absurdity of 
them and, therefore, seemed less _ irri- 
tated by them. 

A recognized reaction of Thorazine 
is relief of agitation.' Such a reaction 
seemed to be apparent in this patient: 
She had shown a slow but steady im- 
provement in her behavior during the 
18-day observation period. Realizing 
that part of her difficulty was that she 
was alone too much, the patient stated 
that when she returned home, she 
planned to join church organizations 
and be more active in community life. 


Summary 

The description of this patient's be- 
havior has revealed some of her most 
prominent nursing needs. Her ex- 
pressed feeling of _ self-depreciation 
and suspicion indicated she was in need 
of acceptance, understanding, reassur- 
ance, security, and support. Since the 
patient was unable to make decisions, 
she needed much guidance in the areas 
of nutrition and appearance. In_ the 
early phase of treatment, she had to be 
called to the dining room, taken to the 
bathroom, and supervised during these 
functions. If not, she would stop be- 
fore completing them. 

Special consideration was given to 
the patient’s need to rest during the 
day because of her drowsiness. She 
usually rested after receiving her med- 
ication, and then again in the afternoon. 
This drowsiness was most bothersome 
to the patient and required much re- 
assurance from the nurse, who ex- 
plained that the patient would become 
accustomed to this sleepiness and that 
gradually it would subside. In all of 
these needs can be found the great 
need for conversation—to be able to 
talk to someone. 

Although Thorazine made this pa- 
tient very drowsy, it did increase her 
receptiveness to care. This seems to be 
one of the most important aspects in 
the nursing care of a patient receiving 
this drug. Proper utilization of this 
early receptiveness to care can help the 
patient receive the maximum benefit 
from Thorazine therapy. 

‘Benjamin Pollack, “Mental Illness,” 
Medical Times, Vol. 83 (May, 1955), p. 
143. 
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DRUG THERAPY 


by JOAN SARVAJIC, R.N. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


Obstetric Anesthesia and Analgesia 


The relief of pain during labor presents special problems 
quite different from those problems involved in the use of surgi- 
cal anesthesia. 

The first difference is that in surgical procedures there is only 
one patient to consider, whereas in parturition there are two, the 
mother and the baby. The respiratory center of the baby is espe- 
cially vulnerable to sedatives and anesthetic drugs. Anesthetic 
agents, if given systemically, traverse the placenta and _ there- 
fore jeopardize the initiation of respiration in the child at birth. 
This is not mere theory, since sluggishness of respiration is ob- 
served in the majority of infants whose mothers have received 
morphine or its derivatives, barbiturates, ether, or other depres- 
sants during labor. In addition, degrees of anoxemia that may 
not be harmful to the mother may be fatal to the fetus whose 
blood, even under optimal conditions, has a low oxygen tension. 
Fatal anoxia of the fetus may result from rather minor, but pro- 
longed, degrees of maternal hypotension. This sensitivity of the 
fetus to the effects and side effects of almost all forms of maternal 
anesthesia poses one of the most difficult problems in obstetrics. 

A second difference is that in major surgery the safe and satis- 
factory performance of the technical procedures involved requires 
the use of anesthesia. While anesthesia may be mandatory in 
many abnormal labors, under normal conditions it is not absolute- 
ly necessary because the baby will usually be born satisfactorily 
without any kind of medication, although the mother may suffer 
severe pain. An anesthetic death in obstetrics, therefore, is usu- 
ally an unnecessary death. When any form of pain relief is ad- 
ministered in labor, safety is of prime consideration. 

Another difference between the use of anesthesia during labor 
and its use in surgery is that surgical anesthesia is administered 
for the duration of the operation which, in most cases, lasts for 
no more than an hour or two. To be efficient, pain relief in labor 
should cover not only the procedure of delivery (obstetric anes- 
thesia) but also a period prior to the actual delivery which may 
range from 1 to 12 or even 24 hours (obstetric analgesia). 

A fourth difference is that in both obstetric anesthesia and 
obstetric analgesia it is important that the drugs used exert little 
effect on uterine contractions. If they do, labor may come to a 
standstill. This problem does not exist in surgical anesthesia. 

Finally, in the majority of surgical operations there is ample 
time to prepare the patient for anesthesia. The great majority 
of labors begin without definite warning, and as a consequence, 
many obstetric anesthesias have to be administered within a few 
hours after the patient has had food. Vomiting with aspiration 
of gastric contents is hence a frequent threat when obstetric anes- 
thesia is used. 

Because of the difficulties mentioned above, no completely safe 
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and satisfactory method of pain relief in obstetrics has been de- 
veloped. It is sometimes alleged that the hazards of pain reliet 
in obstetrics offset its advantages, but this is untrue. Quite apart 
from humane objections, experience has shown that obstetric 
analgesia and anesthesia, when judiciously employed, may be 
beneficial rather than detrimental to both baby and mother. The 
reason for this is that pain relief forestalls the insistent request 
of the mother and her family for premature operative interference. 

Before the use of pain relievers, premature and injudicious 
operative delivery constituted the most common cause of trau- 
matic injury to both mother and infant. In the case of the mother 
such injuries were occasionally fatal; the injuries were frequently 
fatal to the babies. The relief of pain itself, while commendable, 
would not justify the employment of methods that involve some 
risk. However, the fact remains that analgesia and anesthesia 
may permit more meticulous, more gentle, and frequently easier 
deliveries which result in healthier mothers and more living 
babies. 


Psychologic Management in Antepartum Care 


It must always be remembered that the proper psychologic 
management of the patient throughout antepartal care and labor 
is an indispensable basic sedative. A woman who is carefree, una- 
fraid, and possessed of complete confidence in her obstetrician 
and nurses usually enjoys a relatively comfortable first stage or 
requires only a minimum of medication. This wholesome attitude 
toward parturition must be assiduously fostered as an essential 
phase of pain relief 

Determining the optimal time for starting analgesia demands 
astute judgment; a grave and common error is to initiate it too 
soon. Many of the worst cases of prolonged labor result from pre- 
mature use of sedative drugs or the premature employment of 
continuous conduction anesthesia, One rule is absolute: Medi- 
cation should never be started until there is positive proof that 
the cervix is showing progressive effacement and dilatation, In 
general, primigravidas should not be given analgesic medication 
until the pains are strong and the cervix is 3 cm. dilated. In a 
multipara it is prudent to do without medication until the cervix 
is 4 cm. dilated. When pain relief is started appreciably later 
than optimal time, the efficacy of the medication is usually dimin- 
ished. This is especially true in rapid multiparous labors. 

Patients under any form of analgesia require constant atten- 
tion. If left alone a patient under barbiturate and scopolamine 
analgesia might throw herself out of bed or against a wall; or 
she might vomit and aspirate gastric contents. Numerous injuries 
and a few deaths are on record as a result of such negligence 
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conduction anesthesia demands constant attention to 
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the blood pressure and anesthetic levels. 


Techniques for Pain Relief During Labor 


Innumerable techniques have been recommended for pain re- 
lief in labor. Most commonly utilized methods include: (1) sys- 
temic analgesia,such as a barbiturate ordemerol and scopolamine; 
2) systemic anesthesia, such as gas-oxygen-ether or pentothal 


sodium and (3) regional anesthesia, such as local infiltration, con- 


tinuous caudal spinal, or sad lle-block ane sth« Sia. 

The recent development of continuous techniques and the in- 
creased knowledge of the means of blocking the pathways of 
obstetric pain have opened new horizons for the use of regional 
anesthesia and will be considered in greater detail. 

Local Infiltration. Procaine, Metycaine, and Xylocaine are used 
for local infiltration; the latter is particularly recommended be- 
cause of its rapid and profound action. This technique is of no 
value for analgesia during labor, but may be employed for vaginal 
or abdominal delivery 

With the patient in lithotomy position, the anesthetic is in- 
jected into the region of the perineum when delivery is imminent. 
Relaxation of the perineal muscles and anesthetization of the skin 
and perineum follow in a few minutes. The anesthetic does not 
interfere with uterine contractions, so the patient can co-operate 
in delivery by voluntary expulsive efforts. With the local infiltra- 
tion techniques, both superficial and deep nerves of the female 
perineum are infiltrated, and the pain sensation is blocked. 

Local infiltration anesthesia is outstanding for its safety. Its ad- 
vantages have been summarized as follows: There is practically 
no anesthetic mortality; fetal mortality or asphyxia from direct 
effect of the anesthetic agent is absent; simplicity of administra- 
tion is obvious in either the home or hospital; uterine contrac- 
tions are not impaired; there is no need to hurry; and, finally, 
toxic effects are minimal. 

Continuous Caudal Analgesia and Anesthesia. At the lower 
end of the sacrum and on its posterior surface there is a foramen 
because the laminae of the last sacral vertebrae do not close. 
Screened by a thin layer of fibrous tissue, the foramen is called 
the sacral hiatus and leads to a space within the sacrum known 
as the caudal canal or caudal space. This space is actually the 
lowest extent of the bony spinal canal. Through it a rich network 
of sacral nerves passes downward after emerging from the dural 
sac a few inches above. The dural sac separates the caudal 
canal below, from the spinal cord and its surrounding fluid, above. 

By filling the caudal canal with a suitable anesthetic solution, 
the sensation of pain in the sacral nerve is abolished and anes- 
thesia of the pelvic region produced; this is caudal anesthesia. 
In continuous caudal anesthesia, a pliable needle with a rubber 
tube attached, or a fine catheter, is inserted through the sacral 
hiatus, into the caudal space, and left there. The space is then 
kept filled with anesthetic solution. If the procedure is success- 
ful the patient experiences no pain at all in labor and is conscious 
neither of uterine contractions nor of perineal distention. Con- 
tinuous caudal technique provides analgesia both in the first 
and second stages of labor and anesthesia for delivery. 

There is no question that caudal analgesia impairs the fre- 
quency and intensity of uterine contractions, especially if the 
anesthesia is started very early in labor or if the level is raised 
to the height of the seventh and eighth thoracic vertebrae. It 
causes some prolongation of the second stage and increases the 
incidence of forceps delivery. 

One of the chief hazards of caudal anesthesia is the fall in 
maternal blood pressure, but this can usually be controlled by 
alertness and prompt action. The administration of epinephrine 
or of ephedrine will frequently help to check this, and often 
the mere elevation of the patient’s legs for a few minutes will 
restore the pressure to normal. Maintaining the anesthetic levels 
in the nekihadeend of the umbilicus will prevent these drops 
in pressure. 
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There are several contraindications to caudal anesthesia, in- 
cluding infection of the skin over the sacral area, especially the 
presence of an old pilonidal sinus. In prolonged labor this type 
of pain relief becomes inefficient after six to eight hours. Caudal 
anesthesia should not be employed when there is hemorrhage 
or shock because of its tendency to cause vasodepression. It 
should be used cautiously in preeclampsia and eclampsia. Caudal 
analgesia is probably the method of choice when one is dealing 
with prematurity, cardiac disease, pulmonary disease, or diabetes. 

Both the safety and success of continuous caudal anesthesia 
depend on the presence of trained and available nursing and 
medical personnel. 

Spinal Anesthesia. Spinal anesthesia, as used in obstetrics, 
falls into two major divisions. The first is a semiterminal type 
of anesthesia employed for the latter part of labor and delivery; 
it is provided by low dosage of a hyperbaric or isobaric solution. 
The second division is the terminal type and is administered 
either in a single dose or by the continuous technique. It is 
used principally for cesarean section. Although minute doses 
of spinal anesthesia can be given to provide pain relief through- 
out labor, the technique is difficult and frequently unsatisfactory. 
Further, labor may terminate when spinal anesthesia is used. 

Saddle-Block Anesthesia. Because the regions anesthetized cor- 
respond to the parts of a horseback rider that come in contact 
with the saddle, a conservative dosage of hyperbaric spinal is 
known as the saddle block. This form of anesthesia is one of the 
most popular in the United States today. Adding glucose to the 
solution of Nupercaine or any other anesthetic agent facilitates 
the localization of the drug in the conus of the dural sac. Be- 
cause this anesthetic is of short duration, it is necessary to time 
its administration properly. Delivery should be anticipated within 
an hour or so following the onset of the anesthesia. The spinal 
puncture is made through the fourth lumbar interspace when 
the patient is in a sitting position. The solution is rapidly in- 
jected after aspiration of some spinal fluid. At the end of 10 
seconds, the needle is removed and, after sitting up for ap- 
proximately 35 seconds, th. patient is placed flat on her back 
with a pillow under her head to keep the neck sharply fixed. 
The procedure is entirely carried out between contractions of the 
uterus. Momentary fall in blood pressure can occur with the 
use of saddle-block anesthesia; precautions against this fall should 
be taken. 


Summary 


It is quite clear that even in the twentieth century there is 
no single method which is entirely satisfactory for the alleviation 
of pain during labor. At the same time, it is recognized that 
there has been an increasing demand on the part of the public 
for methods to relieve the pain associated with childbirth. It is 
agreed that these pains should be relieved, provided such relief 
can be administered with safety to both mother and child. 

Anesthesia is playing an increasing role in maternal mortality; 
it is the decisive factor in 5 per cent of the deaths and a 
contributing factor in another 5 per cent. Aspiration of vomitus 
with inhalation anesthesia and unusually high levels with spinal 
anesthesia are the prime offenders. These deaths are doubly 
tragic, for they are preventable in the hands of trained and ex- 
perienced personnel using a wise choice of anesthesia. 

When the patient has a satisfactory relationship with those 
who care for her, the obstetrician will often be able to carry his 
patient for some time during the early stages of labor without 
any need for pain-relieving agents. A sound and well-oriented 
obstetrical staft will attain a high success rate, no matter what 
method or what obstetric analgesic and anesthetic is used. 
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TETRACAINE 


LOCAL ANESTHETIC 





DESCRIPTION: Tetracaine Hydrochloride (Amethocaine), 
U.S.P., also known as Pontocaine, is a derivative of para-amino- 
benzoic acid in which a butyl group has been substituted for 
one of the hydrogens of the para-amino group. 


ACTION AND EFFECTS: Tetracaine is a highly toxic local 
anesthetic, approximately 10 times more toxic than procaine 
after intravenous injection; but it is proportionately more active 
and thus can be employed in high dilution. Little is known of 
the basic mechanism of the local anesthetics’ actions. It is postu- 
lated that local anesthetics block nerve conduction by stabilizing 
those conditions in the cell membrane that are normally suffi- 
ciently labile to permit the phasic shift in potential during 
impulse conduction. When the proper concentration of anesthetic 
is applied to a nerve, it is possible to block completely the 
sensory fibers, without abolishing the transmission of motor 
impulses. 


USES: Tetracaine may be used for surface anesthesia in the 
fields of ophthalmology, rhinolaryngology, dermatology, and 
proctology. It is used for prolonged spinal anesthesia, caudal 
analgesia, saddle-block, as well as nerve-block, and infiltration 
anesthesia. 


PREPARATIONS: For surface anesthesia tetracaine is available 
in 0.5 per cent and 2 per cent solution. There is also a 0.5 per 
cent eye-ointment preparation. For relief of pain and congestion 
in the eyes or nose there is Pontocaine-Neo-Synephrine, 0.25 
per cent solution. For spinal anesthesia there are Pontocaine 
Niphanoid ampules of 10, 15, and 20 mg. For caudal analgesia, 
nerve-block, and infiltration anesthesia, tetracaine is available 
in 0.15 per cent solution and also ampules of 250 mg. for pre- 
paring dilute solutions. For saddle-block and spinal anesthesia 


there is a preparation of 0.3 per cent tetracaine in 6 per cent 
dextrose solution. There is also Pontocaine Cream, 0.5 per cent 
water soluble, and Pontocaine Compound Ointment. 


DOSAGE AND ADMINISTRATION: Surface anesthesia of the 
eye calls for a 0.5 per cent solution or ointment. For nose and 
throat, 1 or 2 per cent solution is diluted with equal parts of a 
1:1000 vasoconstrictor. In administering the drug for spinal 
anesthesia, 5 to 15 mg., sometimes with dextrose, are utilized. 
In caudal anesthesia doses of 20 to 30 cc. of 0.1 per cent solu- 
tion are utilized as needed until the 100-cc. level is reached. 
For nerve-block and infiltration anesthesia the physician uses 
0.1 to 0.15 per cent solution. 


TOXICITY: The circulatory type of toxic reaction to tetracaine 
is said to be more common than the convulsive type of reaction. 


PRECAUTIONS: The blood pressure of persons receiving caudal 
analgesia must be carefully checked at frequent intervals for 
any marked fall. Although in the majority of instances a fall of 
more than 20 mm. seldom occurs, marked falls may not be un- 
usual in hypertensive patients or those with an idiosyncrasy in 
response. Sympathomimetic drugs are given to support blood 

ssure when such an occasion arises. The danger of intra- 
venous or intrathecal injection must be stressed; systemic effects 
following such an occurrence are best controlled by the intra- 
venous administration of a barbiturate. 

Peridural infections are extremely rare following caudal anal- 
gesia, provided strict asepsis is observed. The precaution of 
adding penicillin to the anesthetic mixture has been advocated 
but would seem to be needless unless it is necessary to admin- 
ister the anesthetic to a patient with a local skin infection. 





DIBUCAINE 


LOCAL ANESTHETIC 





DESCRIPTION: Dibucaine, U.S.P., is a quinoline derivative of 


high toxicity and high anesthetic potency. 


ACTION AND EFFECTS: The drug is about six times as toxic 
as cocaine when administered intravenously and 12 times as 
toxic as cocaine after subcutaneous administration. The high 
anesthetic potency of dibucaine, however, suggests that it has 
a greater margin of safety than cocaine; dibucaine has been 
used for all types of local anesthetic procedures. 

There is evidence that dibucaine is rapidly destroyed by the 
liver, and it provides anesthesia of long duration. Some surgeons 
recommend that advantage be taken of these features by ad- 
ministering a preliminary anesthetizing dose of dibucaine 30 
minutes before operation. At the time of operation, this pre- 
liminary anesthetic dose will still be producing its anesthetic 
effect, yet the material absorbed will have been destroyed. This 
permits further administration of the drug, resulting in still more 
effective anesthesia. 


USES: Dibucaine is used for injection anesthesia, surface anes- 
thesia, spinal anesthesia, and for continuous caudal analgesia. 


PREPARATIONS: This anesthetic is marketed as the soluble 
hydrochloride salt. It is also known as Nupercaine, N.N.R. As 
such it is marketed as Nupercainal Cream, Nupercainal Oint- 
ment, Nupercainal Ophthalmic Ointment, Nupercaine Ampules, 
Nupercaine Heavy Solution, Nupercaine Tablets, Topical Solu- 
tion, Nuporal Lozenges and Nupercaine in Oil with Phenol and 
Benzyl Alcohol. 
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DOSAGE AND ADMINISTRATION: Dibucaine is employed for 
injection anesthesia in 0.05 to 0.1 per cent solution (1:2000 to 
1:1000). 

It is important to combine it with epinephrine because low 
concentrations are likely to cause some capillary dilatation. 
When used in 0.1 per cent concentration, the total amount of 
dibucaine solution injected does not exceed 100 ml. Some anes- 
thetists consider this amount too high; death has been reported 
from the administration of 135 ml. of a 1:1000 solution. For 
surface anesthesia, dibucaine may be employed as follows: 
cornea, 0.1 per cent solution; nose and throat, 0.5 to 2.0 per 
cent; urethra, 0.05 to 0.2 per cent solution; skin, 0.5 to 1.0 
per cent ointment. 

Dibucaine is employed for spinal anesthesia in the total dose 
of 7.5 to 10.0 mg. Dilute solutions, 1:200 to 1:500, should be 
used. The anesthesia thus obtained is more prolonged than 
with any other agent. For continuous caudal analgesia the initial 
dose should be approximately 30 ml. of a 0.1 per cent (1:1000) 
solution. 


TOXICITY: Dibucaine is the most potent and most toxic of the 
commonly employed local anesthetics. Although tissue damage 
has followed the employment of dibucaine, there is no reason 
to believe that it is more injurious than are other local anesthetics. 


PRECAUTIONS: In view of its high toxicity, dibucaine should 
be used only by those familiar with the drug and with the 
technique of local anesthesia. 

(continued on page 30) 


29 








4 


> DRUG THERAPY 
% <& 





Obstetric Anesthesia 
and Analgesia 





LIDOCAINE 


LOCAL ANESTHETIC 





DESCRIPTION: Lidocaine, N.F., also known as Xylocaine, is 
i unique local anesthetic and one of the most recent. Chemic ally, 


it is aminoacyl amide 


ACTION AND EFFECTS: Compounds of the aminoacyl group 
were studied by Einhorn long before he synthesized procaine, 
but they were discarded because of their irritating properties. 
However, after an exhaustive study of the structure-activity re- 
ationship of compounds of this series, Lofren selected lidocaine 
as an outstanding representative of the anesthetic group suitable 


for both injection and surface anesthesia. 

Lidocaine is approximately twice as potent as procaine and 
therefore has a higher therapeutic index. It is nonirritating, has 
a longer duration of action than procaine, is highly stable, and 
is suitable for anesthetizing mucous membranes. The incidence 


o fsystemic reactions is very low. 


USES: Lidocaine is used for infiltration anesthesia, nerve-block 
anesthesia, and topical application to mucous membranes. It has 
been employed successfuly for caudal, epidural, and spinal 
anesthesia. Further evaluation of its value by these routes is 
necessary before it can be accurately compared with the older, 
more established agents 

This anesthetic is effective when used without a vasocon- 
strictor, but in such instances the rates of absorption and toxicity 
are increased and duration of action shortened. However, it ap- 
pears to be the anesthetic of choice for use in those individuals 


who are hypersensitive to epinephrine and drugs with actions 
similar to epinephrine. Moreover, it is so dissimilar in structure 
to procaine and related local anesthetics that it would be the 
agent of choice in individuals sensitive to procaine. Finally, it 
appears to be a highly desirable anesthetic in its own right. 


PREPARATIONS: Lidocaine is marketed in solutions varying in 


strength from 0.5 to 2.0 per cent, with or without epinephrine. 


DOSAGE AND ADMINSTRATION: Lidocaine is employed for 
infiltration anesthesia in a concentration of 0.5 per cent, for 
nerve-block conduction in a concentration of from 1 to 2 per 
cent. It has been employed successfully for topical application 
tc the mucous membranes in 2 per cent solution. 


TOXICITY: Lidocaine has approximately the same toxicity as 
procaine when administered subcutaneously as 0.5 per cent solu- 
tion; when stronger (2 per cent) solutions are injected lidocaine 
is 50 per cent more toxic than procaine. This probably is a re- 
flection of the slower rate of destruction of the former drug. 


PRECAUTIONS: Although no contraindications are reported 
for the use of this drug, when used with epinephrine, the pre- 
cautions used with any vasopresser drug should be employed. 
This is especially true in conditions such as hypertension, dia- 
betes, and thyrotoxicosis. 





PROCAINE 


LOCAL ANESTHETIC 





DESCRIPTION: Procaine, an ester of para-aminobenzoic acid, 
was introduced in 1905 under the trade name of Novocaine. 


ACTION AND EFFECTS: There is a definite order in which 
the fibers in a sensory nerve are affected by local anesthetics. 
The sensation of pain is usually the first modality to disappear, 
followed by the sensations of cold, warmth, and deep pressure. 

Following systemic administration, procaine can produce a 
mild degree of general analgesia as determined by the measure- 
ment of the cutaneous pain threshold in human subjects. 


USES: Procaine is used as a local anesthetic for infiltration, 
nerve-block, and spinal anesthesia, and for surface application 
in ophthalmology, laryngology, and urology. It can also be 
used for slow intravenous infusion. 

Procaine has also been used in the treatment of delayed 
serum sickness and urticaria of specific and nonspecific origins. 
It has also been utilized to overcome the cardiac arrythmias en- 
countered during cyclopropane anesthesia. 


PREPARATIONS: Official preparations of this drug are procaine 
hydrochloride injection, U.S.P., sterile procaine hydrochloride, 
U.S.P., procaine hydrochloride and epinephrine injection, U.S.P., 
and procaine hydrochloride tablets, N.F. 


DOSAGE AND ADMINISTRATION: Procaine is used for in- 
filtration anesthesia in concentrations of 0.25 to 0.5 per cent. 
For nerve-block anesthesia a 1.0 or 2.0 per cent solution is 
commonly employed. For continuous caudal analgesia the usual 
initial dose is 30 ml. of a 1.5 per cent solution. Procaine is not 
an efficient local anesthetic for topical application to mucous 


30 


membranes and is seldom employed as such. 


TOXICITY: In clinical use procaine is almost always admin- 
istered in combination with epinephrine, so that its absorption 
is delayed and toxic reactions are rare. 

Despite the fact that procaine is the least toxic of all anes- 
thetics, it sometimes causes systemic effects in unusually sensi- 
tive individuals, in fact, deaths have been reported from the 
injection of as little as 0.01 to 0.13 Gm. of the drug. Such re- 
sponses are probably due to idiosyncrasy and fortunately are 
rare. Death from the use of procaine is usually characterized by 
cardiovascular collapse and occurs immediately following the 
administration of procaine. Some individuals are extremely 
susceptible to the central nervous stimulation which procaine 
may produce, but the onset of the reaction is relatively slow, 
so the reaction can be controlled by the use of barbiturates. 


PRECAUTIONS: It is of practical importance to note that the 
hydrolysis of procaine results in a compound which inhibits the 
action of sulfonamides. In some patients, local infections have 
occurred in areas infiltrated with procaine prior to diagnostic 
punctures in meningitis and in draining procedures in empyema, 
despite adequate sulfonamide therapy. Therefore, procaine and 
other local anesthetic derivatives of para-aminobenzoic acid 
should not be employed: (1) in performing exploratory punc- 
tures of potentially infected areas; (2) in the treatment of com- 
pound fractures and other injuries when sulfonamide drugs are 
to be employed; (3) in patients with overwhelming infections 
when a rapid response to sulfonamide is essential. Procaine also 
interferes with the chemical determination of sulfonamide con- 
centration in biological levels. 
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Intellectuals . . . 
(continued from page 12) 


scores would be promoted. Table II 
shows that the nurses from the diploma- 
granting programs with the lower 
scores in learning ability received pro- 


portionately more promotions than 
those with higher scores. 
An almost negligible relationship 


(.11) exists between the scores on the 
scholastic aptitude test and promotions 
for the graduate of the degree-granting 
program (Table III). This means that 
on the whole, promotions are not re- 
lated to learning ability as determined 
by these tests. ; 

There available, on 
the records, I.Q. scores based on vari- 
ous tests. No attempt will be made here 
to analyze, defend, nor interpret these 
scores nor tests. They will be presented 
as they appeared on the records as a 
measure of learning ability. 

The very high correlation -.90 
(Table IV) strengthens the conclusions 
drawn from Table I wherein scholastic 
aptitude was compared with the per- 


were some of 


centage of promotions. The nurses from 
diploma programs with the higher 1.Q. 
scores received less than their propor- 
tionate share of promotions. 

The correlation between I.Q. scores 
and promotions for the graduates of the 
degree programs supports the same 
trend to a more moderate extent, as is 
indicated by the negative correlation 
~40 (Table V), compared with the 
-.90 correlation of the diploma group. 

It can be concluded from statistical 
evidence found in this study that hold- 
ers of lower scores are favored for pro- 
motions in both groups, and that little 
or no relationship exists between 
measured scholastic ability and promo- 
tions. 

But can any profession strive forward 
when the best possible use of the in- 
tellectual ability of its members is over- 
looked? , 

Can we, as citizens and nurses, afford 
not to use all the brain power avail- 
able? 
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orary Ed.D. degree from the University 
of Vermont. 


Squibb Award 


Catherine M. Gale of Queens Village, 
N.Y., has won the 1958 Squibb Centen- 
nial Nurses Fellowship, the Nurses’ Ed- 
ucational Funds recently announced. 
Miss Gale will study for her master’s 
degree at Teachers College, Columbia 
University, New York City, in prepara- 
tion for becoming an instructor of medi- 
cal-surgical nursing. 

The Nurses’ Educational Funds 
awards several scholarships annually to 
qualified nurses seeking to advance 
their education in preparation for assum- 
ing teaching, supervisory, and adminis- 
trative positions. 

Those interested in applying for study 
beginning in the fall of 1959 should 
contact Nurses’ Educational Funds, Inc., 
2 Park Ave., New York 16, N. Y., be- 
fore Feb. 1, 1959. 


Study Nursing Education Costs 


The National League for Nursing, 
through an appropriation of $170,800 
by the Public Health Service, has begun 
a study of costs of nursing education. 
The N.L.N. will use methods of cost 
analysis developed during an_ earlier 
study of six collegiate programs it made 
with the P.H.S., which was reported in 
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Cost Analysis for Collegiate Programs 
in Nursing. 

In this new study of a larger number 
of basic programs in hospitals and col- 
leges —including junior colleges — the 
N.L.N. will attempt to identify those 
factors having significant influences on 
the costs of nursing education. 

Directing the new project is Hessel 
Flitter, Ed.D. Louis Breslow, C.P.A., 
is assistant director and consultant to 
the project. An advisory committee guid- 
ing the project consists of nursing and 
general educators, cost accountants, and 
representatives of hospitals. 

During the first year, there will be 
two series of orientation conferences, 
one for hospital school personnel, the 
other for representatives of collegiate 
schools. 


Air Force Nurses Study 


Eight United States Air Force nurses 
recently took part in a one-week course 
in medical nursing at Walter Reed 
Army Medical Center. 

The officers who attended the course 


were Majors Catherine A. Coffman, 
USAF Hospital, Davis-Monthan Air 
Force Base, Arizona; Margaret K. 


Hosey, USAF Hospital, Moody Air 
Force Base, Georgia; Esther M. John- 
son, USAF Hospital, Ellsworth Air 
Force Base, South Dakota; Elizabetn 
Murphy, USAF Hospital, Mather Air 
Force Base, California; and Captains 
Irene C. Bagley, USAF Hospital, Lock- 
bourne Air Force Base, Ohio; Dorothy 
L. Bundy, USAF Hospital, Pease Air 


Force Base, New Hampshire; Ruth 
L. Williams, USAF Dispensary, Biggs 
Air Force Base, Texas; and Fay D. 
Parker, USAF Hospital, Lowry Air 
Force Base, Colorado. 


Journalism Fellowship 


The American Journal of Nursing’s 
Fellowship Committee is now accepting 
applications for the 1959 Mary M. Rob- 
erts Fellowship in Journalism, which is 
designed to enable professional nurses 
to develop their writing skills so that 
they can interpret the problems of nurs- 
ing for those outside the profession. 

The winner of the tenth Roberts Fel- 
lowship will receive, in addition to tu- 
ition fees, $3,000 for expenses during 
one academic year of journalism study 
at a recognized college or university of 
her choice. However, the choice of 
school and program of study are sub- 
ject to the approval of the committee; 
at least 75 per cent of the courses under- 
taken must be directly concerned with 
writing, journalism, and allied communi- 
cation arts. 

Complete details are available from 
the Roberts Fellowship Committee, 
American Journal of Nursing Company, 
2 Park Ave., New York 16, N. Y. 


Psychiatric Nursing Film 


The demand for “Psychiatric Nursing: 
The Nurse-Patient Relationship,” a new 
teaching film, has been so enthusiastic 
that Smith, Kline & French Laboratories 

(continued on page 34) 
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Occupational Health Nursing: 
Students in Industry (June) 21 
Orgain, Frances, R.N., and Fuller, 


Lee, R.N 
Guides for Public Health 
Nurses (Oct.) 8 
p 
Palmer, Mary Ellen, R.N. 
Discussion: A Teaching Aid......(May) 9 


Patient Care: 
Good Nursing Care 
Premenstrual Tension: 
Problems of Premenstrual Ten- 
sion (June) 2 
Prepaid Medical Care: 
Why Not Visiting Nurse Service 
in Prepaid Medical Care Pro- 
(Mar.) 12 


(Aug.) 25 


_ 


grams 
Promotion Study: 
Is Nursing Overlooking Its 
Intellectuals? 
Psychiatric Nursing: 
Hallucinations 
Is Psychiatric Nursing at the 
Crossroads? 
Public Health Nursing: 
Guides for Public Health 
Nurses 
Public Speaking: 
How to Give a Speech 


R 
Recreation: 
Story Lady Nurse, The 
Reese, Ethel M. 
Story Lady Nurse, The 
Research: 
Educational Characteristics of 
the Nurse, Part One 
Educational Characteristics of 
the Nurse, Part Two (May) 11 
Fields of Nursing, The (Feb.) 10 
Graduate Nurse and Her Profes- 
sional Organizations, The...( Mar.) 23 
Richter, Dorothea, R.N. 
Anger: A Clinical Prob- 


(Dec.) 11 
(July) 16 


(Apr.) 29 


(Oct.) 8 


(July) 27 


(Oct.) 15 


(Oct.) 15 


(Apr.) 17 


lem (Dec.) 22 
Waiting: A Concept in Nurs- 
ing (June) 16 


Robinson, Alice M., R.N. 
Communicating With Our 
Patients 
Rykken, Marjorie B., R.N. 
Teamwork at Rancho Los 


(Feb.) 6 


Amigos (Aug.) 10 
S 
Safety: 
Fire Safety in the Hospi 
tal (May) 22 


Sarvajic, Joan, R.N. 
Advances and Trends in Drug 
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Pherapy Feb.) 17, (Mar 19, 
Apr.) 25, (May) 30, (July) 21, 
(Aug.) 21, (Sept.) 29, (Oct.) 27 
( Nov 21 Dec.) 27 
Scott, Ruth Boyer, R.N 
Personnel and Personalities June) 28 
Ship Nursing 
Nursing Aboard the Liberté June) 11 
Siggins, Clara M. 
English Academy, The Dec.) 13 
Skin Grafts 
Nursing Care of Skin Grafts (Sept.) 16 
Staphylococcal Infections: 
How the Nurse Can Combat 
Staphylococcal Infections (Nov.) 8 
Support: 
Head and Neck Support (June) 33 


T 
Taylor, Margaret S., R.N 
Patient on Crutches, The (Oct.) 26 
Team Nursing 
Teamwork at Rancho Los 
Amigos 
lelevision 


(Aug.) 10 


Nurse as a TV Star, The (May) 6 
Temperature 

Hypothermia (Oct.) 13 
Phorazine 

Benefits of Thorazine (Dec.) 24 


Transportation 


Transaver, The ( Sept. ) 99 


rribute: 
N.Y.U. Pays Tribute to an Out- 
standing Nursing Leader (Apr.) 7 
Turner, Virginia A., R.N. 
A.N.A. Convention (July) 3 
Challenge and Responsibility: o~ 
Keynote of A.N.A. Conven- 
tion (July) 8 
N.Y.U. Pays Tribute to an Out- © ~ 
standing Nursing Leader (Apr.) 7 


United Nations: 
Nursing Assignment 
United Nations 


The 
( Sept. ) 12 


WwW 
Weil, Thomas P 
Why Not Visiting Nurs Service 
in Prepaid Medical Care Pro- 
grams? (Mar.) 12 
Wells, Leora Wood 
Cystic Fibrosis 
Wiedman, Louise, R.N. 
Head and Neck Support 


( Sept. .. 


(June) 33 











CLASSIFIED ADVERTISEMENTS 








CLASSIFIED 
ADVERTISING 


20 cents per word, minimum charge $6.00. 
Capitals or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preced- 
ing publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 480 Lexington Ave., 
New York 17, N. Y. 

















NURSING WORLD Reports 
(continued from page 31) 
has given 10 additional prints of the 
film to the American Nurses’ Associa- 
tion-National League for Nursing Film 
Library. This brings to 110 the number 
of prints available. 

Approximately 2,400 persons attend- 


ed the two showings of the film at the 
1958 A.N.A. Convention. 


International Nursing 


The College of Medical Evangelists, 
Loma Linda, Calif., will offer a course 
on the International Aspects of Nurs- 
ing between May 24 and June 19, 1959 


34 


PSYCHIATRIC NURSING: Clinical Instructor 
in a fully accredited private hospital near Balti- 
more, Md. Give academic and experience back- 
ground when applying to Theresa G. Muller, 
Director of Nurses, The Sheppard & Enoch 
Pratt Hospital, Towson 4, Md. 


INSTRUCTOR — CLINICAL, EVENINGS & 
NIGHTS: Should have B.S. degree in nursing 
education and minimum of two years’ experience 
in two of the following positions: instructor, as- 
sistant instructor, head nurse. 400-bed private 
general hospital with expansion program to be 
completed in fall 1958. 150-student school of 
nursing, three-year diploma course. Contact Per- 
sonnel Department, Milwaukee Hospital, 2200 
West Kilbourn Ave., Milwaukee 3, Wis. 


PSYCHIATRIC NURSING: Instructor (Male) 
for attendant program in a fully accredited 
private hospital near Baltimore, Md. Give aca- 
demic and experience background when apply- 
ing to Theresa G. Muller, Director of Nurses, 
The Sheppard & L.och Pratt Hospital, Towson 
4, Md. 


WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 


PSYCHIATRIC NURSING: Supervisory and 
Staff Nurses (Men and Women) in a fully ac- 
credited private hospital near Baltimore, Md. 
Give academic and experience background when 
applying to Theresa G. Muller, Director of 
Nurses, The Sheppard & Enoch Pratt Hospital, 
Towson 4, Md. 


ASSOCIATE DIRECTOR OF NURSING: In 
charge of 160-student, NLN-accredited school of 
nursing. Diploma program, university affiliation 
for basie sciences. Prefer masters degree in 
education. B.S. acceptable if accompanied by 
proven ability. Excellent salary, personnel 
policies, and working conditions. Furnished 
apartment at nominal rent available. Write 
Personnel Director, St. Luke’s Hospital, Duluth 
11, Minn. 


Modern 166-bed. JCAH 
hospital, expanding to 


REGISTERED NURSES: 
fully accredited general 
374 beds by 1960. Located on beautiful San 
Francisco Peninsula, 20-minute drive from the 
heart of the city. Openings in all services, in- 
cluding surgery. Excellent personnel policies. 
Many extra benefits and opportunities for ad- 
vancement. Top salaries. Apply Personnel Di- 
rector, Peninsula Hospital, 1783 El] Camino Real, 
Burlingame, Calif. 


DIRECTOR OF NURSING: Direet and co-ordi- 
nate work of nursing service and school of nurs- 
ing. JCAH accredited, nonsectarian hospital of 
576 beds (including 125 nonacute beds) and NLN- 
accredited diploma program school of 160 stu- 
dents. Prefer masters degree in education or 
administration with successful exverience. Excel- 
lent salary, personnel policies. City of 110,000 
located on beautiful Lake Superior. Write Per- 
sonnel Director, St. Luke’s Hospital, Duluth 11, 
Minn. 


PSYCHIATRIC NURSING: Assistant Director 
of Education in a fully accredited private hos- 
pital near Baltimore, Md. Give academic and ex- 
perience background when applying to Theresa 
G. Muller, Director of Nurses, The Sheppard & 
Enoch Pratt Hospital, Towson 4, Md. 


BARNES HOSPITAL: Offers to graduates of 
accredited schools of nursing a comprehensive 
course in anesthesia, embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, ete. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec- 
tal, ete. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anesthesia, Barnes Hospital, 
St. Louis 10, Mo. 





The course (S-201), which will carry 
four quarter units of credit, will include 
a study of the special problems in giv- 
ing nursing care, teaching nursing con- 
cepts, and establishing nursing services 
and educational programs. Various cul- 
tures and religions will be discussed as 
they influence health, and the roles of 
international health agencies will be 
studied. Attention will also be given to 
establishing and extending medical mis- 
sions, and problem-solving techniques 
for helping indigenous people meet 
their needs will be emphasized. 

Nurses interested in taking the course 
should contact the Director, School of 
Tropical and Preventive Medicine, Col- 
lege of Medical Evangelists, Loma 
Linda, Calif. 


Employment Standards 


Nurses in 46 states have helped to 
prepare employment standards for their 
own areas of practice, thus carrying 
out two tenets of the A.N.A. security 


program—their right to determine the 
employment conditions which affect 
their ability to practice their profession 
and their responsibility to see that these 
conditions of employment are put into 
effect. 

In 41 states General Duty Sections 
have prepared standards of employment, 
while Private Duty Nurses Sections 
have established standards in 46 states. 
Similar action has been taken by Pub- 
lic Health Nurses Sections in 36 states, 
Occupational Health Nurses Sections in 
24 states, Institutional Nursing Service 
Administrators Sections in 33 states, Ed- 
ucational Administrators, Consultants, 
and Teachers Sections in 30 states, Of- 
fice Nurses Sections in 23 states, and 
School Nurses Branches in 9 states. 

These employment standards are 
periodically reviewed and revised, when 
necessary. Nurses are urged to be sure 
the establishments in which they are 
contemplating working maintain at 
least the minimum recommended em- 
ployment standards. 
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Are you really too busy to have a thorough health 
checkup once a year? Or do you keep putting it off 
because you’re afraid your doctor might find some- 
thing wrong? 


If it’s caneer-you’re worried about, just remember 
that, thanks to medical progress, doctors are cur- 
ing many more cancers than they could ten years 
ago. In fact, 800,000 Americans are alive and well 
today, cured of cancer...many of them because 
they had made a habit of having annual checkups 
no matter how well they felt...all of them 
because they went to their doctors in time! 





_ ( 20th ) Ed: tion / 
Dorland’s Pocket Medical Dictionary 


Ready in January! Nowhere is the advance of medicine more vividly revealed 
than in the changing pages of this “pocket-size” medical dictionary. Thoroughly 
revised and completely up-to-date, this New (20th) Edition is an abridged version 
of the larger Dorland’s Illustrated Medical Dictionary. At your fingertips, you will 
find spelled, pronounced and defined the time-proven terms as well as the 
very latest additions to the vocabulary of medicine and its allied fields. Many 
hundreds of new terms and redefined words have been included. While definitions 
ire brief, of necessity, they are also clear, adequate and to the point. All main 
entries have been respelled for pronunciation and diacritical marks have been 
included. You will value the compact and convenient format, thumb-indexed 
for easy reference. See “Dorland’s Pocket" yourself—the nurse’s choice for over 
i half century 


Abridged from Dorland’s Illustrated Medical Dictionary. 698 pages, 4%" x 6%”. Thumb- 
indexed. About $4.50 New (20th) Edition—Ready in January! 


Tie (5th ) Edition / 


Gunther — Garnsey’s Dosage and Solutions 


Ready in January! [his compact reference handbook has been thoroughly 
revised. Emphasizing all major considerations, it simply and effectively covers 
dosage and solutions. Every procedure concerned with handling powerful drugs 
ind making up poisonous solutions is clearly discussed. The author incorporates 
all the important new drugs—chloroazodine, hexachlorophene, chlorinated di 
yhenyl ether, zephiran chloride, etc. Typical coverage includes: administration 
| | : 
if medicines—antiseptics and disinfectants with their principal uses—solutions 
made from pure drug—ratio and proportion—classification of drug effects—ete 
Dosage, in both apothecary and metric systems, has been extensively revised 
The section on poisons and antidotes is completely rewritten and up-to-date 
New charts point out pediatric drug dosage 
Revised by Hutpa L. Guntuer, B.S., R.N., Director, St. Louis Unit, Shriners Hospital 
for Crippled Children; formerly Instructor of Nursing Arts, University of Oklahoma Hos- 
pitals, and Supervisor of Nursing Education, Washington Sanitarium and Hospital School 
f Nursing, Washington, D.( About 190 pages. Abeut $2.50 

New (5th) Edition—Ready in January! 


_ = ( 2n d y Edition / 


Flint — Emergency Treatment 


rhis indispensable guide will prove just as valuable to the nurse as it is to the 
doctor. Here is concise and immediately usable advice on treating almost every 
medical emergency situation, from abdominal pain to vertigo. Over 100 emer 
gencies are alphabetically arranged for quick reference. Instructions are precise, 
thorough and simple to follow. You will find help in meeting such common 
emergencies as: abortion—asphyxiation—bullet wounds —burns—convulsions 
cold emergencies—diving injuries — drowning — fractures — hiccups —shock —snake 
bites—and virus infections. For this New (2nd) Edition the section on pediatric 
emergencies has been heavily revised and expanded. Whether a patient has been 
stung by a bee, has swallowed poison or is suffering from massive hemorrhage, 
this compact reference is a ready source of emergency help. 
By Thos. Fuint, Jr., M.D., Director of Industrial Relations, Permanente Medical Group, 
Oakland and Richmond, California; Chief, Emergency Department, Permanente Medical 
Group, Kaiser Foundation Hospital, Richmond, California. 539 pages. $8.00. 

New (2nd) Edition! 


Sackheim — Practical Physics for Nurses 


rhis fascinating text is a simple, brief and non-mathematical presentation of 
those laws of physics you encounter in everyday practice. The author extends 
the laws of physics into all areas of nursing. He first explains general principles 

then cites examples of equipment, apparatus, physiological processes or 
anatomical structures that demonstrate physical laws important in nursing 
Applications range from those as basic as shaking a thermometer to those as 
important as administering a blood transfusion. You will appreciate the many 
interesting discussions such as: how olood pressure illustrates the principle of 
hydraulics; how body mechanics are governed by the center of gravity; how 
eye glasses are based on the laws of light; how a hot water bottle works on the 
principle of heat transfer; and how intravenous feeding is affected by the laws 
governing the actions of fluids 


By Georce I. Sacknetm, S.M., A.M., Instructor in Physical Sciences, University of Illinois, 
Chicago Undergraduate Division; Science Instructor, St, Luke’s Hospital School of Nurs- 
ing. Chicago. 206 pages, with 295 illustrations. $4.00 
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[] Remittance Enclosed tT) €.0.D 


[] Dorland’s Pocket Medical Dictionary, 
bout $4.50 (send C.O.D. when 
ready). 


[] Gunther-Garnsey’s Dosage and Solu- 
tions, About $2.50 (send C.O.D. when 
ready). 


[] Flint’s Emergency Treatment & Man 
agement, $8.00 


[] Sackheim's Practical Physics for 
Nurses, $4.00. 


Name 


Address 








